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Essay One
Adult Mental Health Essay
To what extent is membership from an ethnic minority 
group (in UK) influential in the process o f diagnosis 
and treatment o f people experiencing psychosis
December 2007 
Year One
Essay One
Introduction
The title of this essay puts forth the concept of a dyadic process where the therapist’s 
view of client’s ethnicity and client’s view of the therapist’s ethnicity can both be 
influential in the process of diagnosis and treatment of people experiencing psychosis. To 
understand the extent to which membership of an ethnic minority group is influential in 
the process of diagnosis and treatment of people experiencing psychosis, the key issues 
that will be explored in this essay are a critique of western ideologies in mental health and 
a focus on the practice of Clinical Psychology. Personal reflections and practical 
implications together with a review of government guidelines in working with minority 
ethnic group clients experiencing psychosis are incorporated throughout the essay. 
Coming from an ethnic minority group, my ethnicity has partially influenced my selection 
of this essay title. More so I recognize that the knowledge base which is essential to 
understanding and serving the psychological needs of ethnic minority groups is limited 
and narrow and is in need of expansion. I strongly believe that membership of an ethnic 
minority group is highly influential in the process of diagnosis and treatment of clients 
experiencing psychosis, the extent to which I am going to explore in this essay. I am 
fortunate to have had experience working in a diverse ethnic community in the heart of 
London, where I have personally observed flaws in the process of diagnosis and treatment 
of people experiencing mental health problems and subsequently have been involved in 
changing policies and procedures to enable improvements to be made. Having also 
traveled to Asia and witnessing differences from Western approaches to mental health 
care of clients experiencing psychosis has influenced my selection of this essay title.
A Note on Terminology
In this essay ‘ethnic minority’ is used to refer to people of the largest non-white minority 
groups in Britain these are Asian and African-Caribbean origin. Ethnic minority 
populations can also include other groups such as the Irish and Polish communities but 
have not been included in this essay. In addition the word ‘psychosis’ is a psychiatric 
term used to describe a group of conditions that affect the way a person thinks feels and 
understands. Typically a person may experience hearing or seeing things or holding
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unusual beliefs, which other people don’t see or share. As one service user describes 
“When we dream, all sorts of strange things can happen to us, but we still believe that 
they’re really happening to us. Hearing voices can be like that-a walking dream-but 
something that is experienced as real.” (Darton & Sharman, 2004). There are different 
forms of psychosis the most common form being Schizophrenia which will be the focus 
in this essay.
Diagnosis
“I needed someone who could just be there non-judgemental, solid, not trying to 
force me to do this or that, just being with me and helping me to make sense of some 
very frightening...experiences” (Service User, Darton & Sharman, 2004, pp.2)
“The difficulties in making a diagnosis for black clients is the potential adversarial 
interaction in engaging them in the first place...they’re not necessarily going to trust 
you and be able to tell you everything that’s going on’ (Psychiatrist, SCMH, 2002, 
pp.45)
It is explicitly stated in the NICE guidelines for Schizophrenia that “ ...the assessment of 
needs for health and social care for people with schizophrenia should, be comprehensive 
and address medical, social, psychological, occupational, economic, physical and cultural 
issues” (NICE, 2002, pp.7). Over the past two decades research on psychosis has 
consistently reported the rate of Schizophrenia, is more commonly diagnosed in some 
minority groups, namely in African-Caribbean groups (The Royal College of 
Psychiatrists, 2004). Some studies have reported that African-Caribbean groups are 
between two and eight times more likely to be diagnosed with schizophrenia compared to 
the White population (Harrision, 2002, as cited in MIND, 2004). The diagnosis of mental 
health problems can be influenced by the stereotypical views of clients from ethnic 
minority groups, racism, cultural ignorance and the stigma associated with mental illness. 
These undermine the way in which mental health services assess and respond to the needs
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of ethnic minority communities. As a consequence, when “prejudice and the fear of 
violence, influence risk assessments and decisions on treatment” the “responses are likely 
to be dominated by a heavy reliance on medication and restriction” (SCMH, 2002, pp.3). 
There are alternative explanations of the influence of membership of an ethnic minority 
group in the process of diagnosis, some of which are explored as follows.
The White Middle Class Norm
Being seen as psychotic can make a person feel isolated and set aside as fundamentally 
different and inferior. It is imperative that Mental Health Practitioners create a safe space 
where these feelings and unusual experiences can be shared and made sense of in a way 
that is helpful to the client. Developing a diagnosis can often help the clients gain some 
understanding of their difficulties. When working with clients suffering from 
Schizophrenia, the psychotic symptoms they experience are not as obvious or clear cut. 
During the assessment phase the Mental Health Practitioner has to assess the client’s 
behaviour and judge it against a social, often local norm (Littlewood & Lipsedge, 1999). 
By judging against a social norm it is assumed that to be mentally ill is to deviate from 
the norm which is essentially “...a product of social and cultural values and expectations” 
(Kennedy, 1981, pp.600). The extent of the deviation from the norm will depend on the 
values and norms of the community the client is from. In diagnosing clients from 
minority ethnic groups, the Mental Health Practitioner will need to gain an understanding 
of the social and cultural norms of the community where the client is from. Mental 
Health Practitioners, depending on their professional role, may vary in the method they 
use to obtain a diagnosis. Psychiatrists take the style and theoretical framework from a 
medical model approach (Fernando, 2002). Considering that psychiatrists are trained 
within a biological/medical model approach this is not surprising. Psychology is still 
essentially ethnocentric and carries in it ideologies of western culture, and this can impact 
on the way clinical psychologists may assess a client from an ethnic minority group. As a 
Trainee Clinical Psychologist I recognise that clinical psychologists do not formally 
diagnose for classification. Instead diagnosis is used to describe a collaborative 
formulation done in conjunction with the client, which is beneficial to both the client and
11
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clinical psychologist. Collaborative Formulation constructs a norm that is individual to 
each client, and not the dominant white middle class norm to which psychiatrists 
conform. Psychotic delusions and hallucinations are unique to each client. For a 
psychotic experience to qualify as a delusion, many people would argue that the belief 
has to be out of keeping with the person’s culture and family background. So, if someone 
believes in witchcraft as a fact of life, their belief should not be regarded as a delusion. 
However not all medical professionals agree with this. I found this evident during the 
assessment of a thirty-two year old man who presented initially with anxiety symptoms. 
He is from a white ethnic group and had strong Christian beliefs. He disclosed that he 
had experienced an ‘epiphany’ where Jesus came to him. It was suggested by the white 
clinical psychologist that the client may be experiencing a border-line psychotic disorder, 
in addition to his anxiety symptoms. The client is almost helpless in that he cannot 
provide us with evidence that he experienced an epiphany.
In order for clinical psychologists to achieve a coherent understanding of a client’s 
problem who is from an ethnic minority group, a suggestion is to match clients and 
therapists on ethnicity, particularly when it has been revealed that ethnically dissimilar 
therapists are less likely to understand and be responsive to the values, lifestyles, and 
cultural biases of their client’s belief system (Sue, 1998). This is evident from an early 
study showing that ethnic match significantly impacted on clinical judgments (Li-Repac, 
1980, as cited in Fujino, et al, 1994) where Chinese clients were rated as more 
psychologically disturbed and ascribed more negative personality characteristics by white 
therapists, in comparison to the assessment by Chinese therapists. Similarly Chinese 
therapists rated white clients as more psychologically disturbed than did white therapists. 
On my clinical placement, I was assessing a twenty-six year old female for obsessive 
compulsive disorder. Like me, she was from an Asian background. Following the 
assessment which was carried out using a cognitive medical framework, she disclosed 
that she believes someone has put black magic on her, and that she is working with a 
spiritual leader in Kenya, who has given her prayers to read. She asked me whether she 
should continue with reading the prayers. Coming from an ethnic minority group I am
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aware that this is a popular belief held in Asian cultures and informed her that if she felt 
the prayers were helping her then she should continue to use them in addition to 
Cognitive Behavioral Therapy. I later questioned whether she would have told me if I 
were not from an ethnic minority group.
In a recent study using a large diverse clinical sample consisting of Asian-Americans, 
Mexican-Americans, White-Americans and African-Americans, it was discovered that 
ethnic match is not important for all ethnic groups. Although ethnic match was 
significantly important for Asian-American, Mexican-American and White-American 
groups, this was not important for African-American groups. As these results demonstrate 
that differences exist between ethnic minority groups, it is inconclusive to suggest that all 
ethnic groups prefer ethnically matched therapists (Sue et al, 1991). Earlier in this 
essay, it is reported that high rates of schizophrenic diagnosis exist in clients from 
African-Caribbean groups yet in this study African-Americans do not consider ethnic 
match to be important (Sue et al, 1991). This leads me to hypothesize that other factors 
may be more influential than ethnicity in the process of diagnosis in clients experiencing 
psychosis.
Language
Language has been reported to be a contributing factor in preference for ethnic matching 
of therapists (Fujino et al, 1994), with low numbers of bilingual therapists in the UK to 
implement this proves a problem. To undertake an assessment with a client who speaks 
in a different language can influence the implications for diagnosis. For example, Spanish 
speaking clients experiencing schizophrenia were rated as having more symptoms when 
interviewed in English than when interviewed in Spanish (Alpert et a l, 1973 as cited in 
Littlewood & Lipsedge, 1999). A suggestion for the difference observed was attributed 
to slow speech with long pauses between words, which is a natural characteristic when 
speaking an unfamiliar language. However slurred speech and an inability to express 
oneself may result in mistaking it for symptoms which may lead to an incorrect diagnosis.
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In contradiction to these findings, language matching of clients experiencing 
schizophrenia appears to promote clinical judgments of most severe psychopathology 
(Littlewood & Lipsedge, 1999). What remains to be determined is whether the therapist 
is more sensitive to the client’s presenting symptoms and the client themselves can 
express themselves more clearly in their own language. Further evidence would suggest 
that the client does not have a distorted relationship with reality but an inability to present 
their experiences and difficulties to the therapist in a form the therapist can understand. I 
empathise with this from my own experience as I have the skill of speaking fluently in 
two other Asian languages and have carried out assessments in these languages with 
clients who cannot speak English. The difficulty for client’s who cannot speak English is 
that specific psychological terms do not exist in the client’s language. Clients often find 
it difficult to express themselves, when questions require the client to think in a 
psychologically minded way. For example, there is no term in the Punjabi language for 
‘psychosis’, or to speak of ‘delusions’ or ‘hallucinations’. Instead I rely on descriptions 
of the word ‘delusion’. In addition for those languages I do not speak I have used 
interpreters but this can be “subject to distortions involving omissions, substitutions, 
condensation, and changes in actual messages conveyed between the client and the 
therapist” (Marcos, 1979, as cited in Sue et a l, 1991).
Eliciting Information
In reaching a diagnosis, NICE recommends that the staff doing the assessment need to 
ask the clients about “...any issues you think are important for you, including things like 
your culture and religion, tell the staff who should give you a chance to discuss them” 
(NICE, 2002, pp.40). It lays the responsibility to bring up cultural issues with the client 
however what concerns me is that clients who are experiencing psychosis are in an 
already fragmented sense of reality and may not have the ability to bring up such issues, 
particularly when they are from ethnic minority groups and the mental health culture is a 
new experience to them. Therapists’ views on discussing cultural differences can be 
understood from three different perspectives ‘Universalistic’, ‘Particularist’ and 
‘Transcedist’ (Tyler et al. (1991). Tyler et al. (1991), emphasizes the ‘Particularist’
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approach which emphasize differences in human experience and believe that discussing 
cultural differences is important and is the best approach to use in diagnosing when there 
is ethnic dissimilarity.
Another explanation of misdiagnosis is the influence of somatisation of symptoms, which 
is the ‘experience and reporting of physical symptoms that cause distress but lack 
corresponding tissue damage and cannot be entirely explained by findings on physical 
examination, laboratory tests, or radiological studies’ (Chamberlain, 2003). In Asian 
cultures the well-being of the mind and body are seen as inseparable, and distress is not 
perceived as an illness (Littlewood & Lipsedge, 1999). Research has suggested that for 
ethnic minority groups, somatisation is used to refer to psychosocial stress in a person’s 
life (Chamberlain, 2003). This is supported by consultations rates with GPs where 
anxiety and depression have been shown to be lower for immigrant South Asian 
population but consultations rates with somatic symptoms are higher. Whether this is 
evident in clients experiencing psychosis is yet to be determined, but it may explain the 
under-representation of Asian ethnic minority groups accessing mental health services.
Although the DSM-IV-TR acknowledges the influence of language and cultural diversity 
on psychiatric diagnosis, unfortunately, no explicit guidelines are provided on how to take 
language or culture into account in formulating and diagnosis. Recently the Cultural 
Formulation model has been used to take culture into account (Diaz & Fernandez, 2002). 
It works in accordance with the bio-psychosocial approach by highlighting how culture 
influences the symptoms a client presents, the model of their illness, and their help- 
seeking preferences. The Cultural Formulation Model is in the appendix one of the 
DSM-IV and is recommended for use by clinicians in the assessment phase (Diaz & 
Fernando, 2002). The British Psychological Society has not been so forth coming and 
there have been no clear guidelines set for clinical psychologists when working with 
clients from ethnic minority groups. The BPS Code of Ethics & Conduct states that 
“Psychologists should respect individual, cultural and role differences, including (but not 
exclusively) those involving age, disability, education... ethnicity, language.
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race...religion” (BPS, 2006, pp. 18). In addition, the government has also stated that we 
must ‘Respect Diversity’ and ‘Challenge Inequality’ (DoH, 2004, pp.3), But more 
research and guidance is needed to inform good practice in the process of diagnosis to 
work effectively with clients from ethnic minority groups who are suffering from 
psychosis.
Treatment
“A lot of white doctors don’t understand where the black people are coming from, 
so they tend to over-medicate...misdiagnose...because they see the external 
things...and therefore misread the signs... and that leads to wrong diagnosing I 
think” (Service User, SCMH, 2002, pp.45)
“I wouldn’t normally spend an hour and a half with a family justifying a treatment 
decision, I just haven’t got the time for it, but I spent time the other week doing it 
because I thought it was worthwhile, so its kind of a form of positive 
discrimination...Black patients who I’ve worked with that have successfully 
engaged, point to it as positive. So I think that helps...” (Psychiatrist, SCMH, 2002, 
pp.45)
Our modem mental health system, is supposed to symbolise a scientific humane approach 
to the treatment of clients experiencing schizophrenia, following the archaic and 
exploitative systems of madhouses in the seventeenth century. It is apparent that the 
treatment of clients experiencing schizophrenia in eastern countries still resembles that of 
the exploitive asylums in the seventies. On my visit to an Indian village it was horrifying 
to discover that a client experiencing what appeared schizophrenia type symptoms was 
considered the village ‘clown’ as one resident described. The community did not have an 
understanding of the client’s problem and called him ‘Pagal Wala’ (the mad one). He was 
receiving no treatment. The Western model has progressed throughout history, the 
medical model, one that views organic and genetic factors as underlying causes and social
16
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familial and environment pressures as triggers of mental illness, is viewed as the 
dominant mental illness model in schizophrenia. Despite vast research carried out in the 
field of schizophrenia, there have not been significant developments in the emergence of 
new and more effective ways of treating it.
Western Treatment
The medical model proposes the first line of treatment in controlling symptoms of 
schizophrenia is pharmacological agents, and the NICE guidelines recommend “anti­
psychotic drugs at the earliest opportunity”. Once client’s symptoms are stabilised, 
psychological treatments are considered an “indispensable part of the treatment options 
available for service users and their families to promote recovery” (NICE, 2002, pp.34). 
This Western approach to the treatment of psychosis, which shapes the NHS, does not 
cater well for many people from non-western cultures’ (SCMH, 2002). For example in 
east London, community mental health services are underpinned by a western world-view 
and a medical model of psychiatry. But the new communities of East London live within 
a world view and belief system that is opposite to that of the mental health service 
(SCMH, 1997). Western concepts of mental health focus on overcoming schizophrenia 
by focusing on the individual, free from religious, ethical and spirituals aspects of the 
culture in which the client is from. In contrast to this, the Eastern concept of mental 
illness, such as the world-views of Asia and Africa, strive for harmony both within the 
person and between people and their surroundings in nature, including the spirits and the 
cosmos. The individual is seen as holistically, viewing the mind and body as one, where 
mental illness is not a disease affecting certain aspects of their mind and body but a ‘dis­
ease’ or imbalance between the mind and body (Fernando, 1990). However this way of 
thinking is often dismissed in the West as superstition (Rack, 1982).
Help-Seeking Behaviour
The view that what people believe about the causes of mental illness may shape their 
views of help-seeking behaviour is consistent with Ajzen’s theory of planned behaviour 
for determining how attitudes and beliefs function in the help seeking process (Ajzen,
17
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1991). Membership of an ethnic minority group can be influential in the treatment of 
schizophrenia as the perceived causes of the schizophrenia differ by ethnic groups and 
subsequently affect treatment preferences. Many immigrants from rural communities, 
such as Indians and Pakistanis have beliefs that it is possible for one human being to 
influence the health or well-being of another by action at a distance e.g. inheritance, 
deliberate poisoning by an enemy, unbalanced diet, climate, immoral behaviour. 
Muslims will often refer to the ‘Will of Allah’ for the cause of mental illness and derive 
comfort from that belief. Hindus believe in Karma and actions in previous incarnations 
influence one’s current life, therefore a person must have done something sinful in their 
previous life and are paying for it by developing schizophrenia-type symptoms (Rack, 
1982). In the West Indies, people may say that if someone has a mental illness it is 
because someone has put an Obeah on them. From my MSc project I discovered that 
different beliefs between ethnic groups exist about the causes of depression, this then 
significantly predicted treatment preference. I discovered that people from black ethnic 
minority groups attributed the cause of depression as spiritual factors and would in turn 
go to religious leaders and use praying as a way of coping with their depression. These 
communities are known to make use of traditional or spiritual healers who offer culture- 
specific approaches to schizophrenia and treatment. The results from my MSc project 
found differential beliefs exist for depression, but do not indicate difference for psychosis, 
where the fragmented sense of reality may be more consistent with religious beliefs.
Early Intervention
For most people experiencing a “schizophrenic breakdown the level of distress, anxiety, 
and subjective confusion, especially during the first episode leads to difficulty in 
accessing services” (NICE, 2002, pp.34). This highlights the importance of early 
intervention. With high numbers of black people being diagnosed with Schizophrenia, 
perhaps people from this ethnic group are not accessing services when developing the 
first signs of distress, these symptoms then escalate. Clients from ethnic minority groups 
have reported that they perceive the way mental health services respond to them mirrors 
some of the controlling and oppressive dimensions of other institutions in their lives, such
18
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as schools, contact with the police and the criminal justice system (SCMH, 2002). Service 
users are therefore reluctant to ask for help or to comply with treatment. This may lead to 
an increase in risk and harm to self or others reinforcing prejudices and provoke coercive 
responses resulting in circles of fear (SCMH, 2002). The government recognizes that 
clients suffering from schizophrenia are finding difficulty getting help, treatment and care 
at an early stage. As a result early intervention services are in the process o f being 
implemented to provide “pharmacological, psychological and social, occupational and 
educational interventions at the earliest opportunity” (NICE, 2002).
In clinical psychology it is the core function of some therapeutic models to focus 
explicitly on cultural differences, namely the pSychodynamic model where the 
importance of acknowledging cultural differences is crucial as it is based on the 
experiential relationship building, with a focus on the dialogue, communication and 
behavior between the client and therapist to evoke change. However the psychodynamic 
model is rarely used in the treatment of psychosis and Cognitive Behavioural Therapy has 
been increasingly used by the government in managing psychotic experiences. It is 
believed in this approach that delusions involve a misinterpretation of perceptions or 
experiences, and hallucinations are distortions of perception. CBT emphasizes the role of 
misinterpretation and misperception in the development and maintenance of all 
psychological disorders. The task in CBT is for the therapist and the client to 
collaboratively construct a model that makes symptoms and distress understandable and 
manageable. This will enable opportunities for the client and therapist to acknowledge 
the influence of ethnicity in the client’s problem. The NICE guidelines support 
psychological interventions as a key role in the treatment of schizophrenia. The best 
evidence is for CBT and Family Interventions (NICE, 2002). These have been based on 
rigorous Randomised Control Trials, but we do not know the ethnicity of the sample. We 
therefore need to expand this research further to identify how CBT works in 
schizophrenia and what works for whom, in particular ethnic minority groups, as it is 
these groups that are experiencing inequalities in the treatment of schizophrenia.
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The Move towards Community Psychology
The government has acknowledged that clients who are from ethnic groups, particularly 
clients living in high ethnic communities, may benefit from Community Development 
Workers. These are workers specifically employed to work with ethnic minority groups. 
Their role is heavily involved with multi-agency working and includes areas of 
developing services by providing training and joint working with other professionals to 
highlight cultural issues ethnic minority clients are experiencing. They will increase 
communication between community and statutory services and assist in facilitating 
people to community resources and address language barriers (DoH, 2006). I anticipate 
that this will be of great benefit to increase the utilization of mental health services by 
ethnic minority clients and provide support to their families and prevent ethnic minority 
clients reaching crisis level before accessing services.
The social exclusion of people experiencing schizophrenia is having great consequences 
for our society. Main stream psychology defines mental health problems as person- 
centred and therefore seeks solutions aimed at the individuals. Community psychologists 
are directing their efforts at social systems rather than individuals (Prilleltensky & 
Nelson, 1997). Professionals are increasingly working in schools, religious sites and 
neighbourhoods, in the communities of the clients experiencing mental health problems. 
This takes a multi-level perspective and is sensitive to the social context and diversity of 
the clients experiencing Schizophrenia. This community approach appears to focus on 
peoples’ competencies rather than their deficiencies, which are needed as clients 
experiencing schizophrenia, become socially excluded. The changes the government has 
proposed to the Mental Health Bill (2006) are in support of more community treatment. 
At present any client who needs to be treated for a mental disorder but who does not want 
to be treated, is treated in hospital. The new supervised community treatments will allow 
clients to stay in the community within close contact with doctors and those caring for 
them, in addition they will be assigned a Responsible Clinician. The Responsible 
Clinician ensures that if a client is going to harm themselves or others, they get access 
into hospital quickly (DoH, 2006).
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Clinical psychology as a profession is essentially ethnocentric, but the profession is 
offering alternative approaches to the disease model thinking of psychiatry, allowing 
scope for culturally sensitive work. It has been acknowledged that training in working 
with ethnic minority groups has improved, but there is progress to be made (Bernal & 
Castro, 1994). There is an under-representation of ethnic minority clinical psychologists. 
Training of more ethnic minority psychologists is needed so that the profession represents 
the diversity of clients they serve in the NHS.
Conclusion
This essay highlights that clients ethnicity is highly influential to the process of diagnosis 
and treatment of Schizophrenia. Since the immigration movement in the seventies, 
studies have continued to reveal inequalities in the mental health care for clients from 
minority ethnic groups particularly in relation to Schizophrenia. Studies investigating 
ethnic differences in mental health cannot be generalised to all ethnic groups. It is 
important to make a distinction between those clients who are new to the country and 
those who are bom in the UK. As ethnic minority clients new to the country have not 
been exposed to the British culture as long as other second generation clients who have 
been bom in the country, it is inevitable that differences in the process of diagnosing and 
treatment of clients experiencing Schizophrenia will exist between these groups.
The UK has a mental health system that is set up to serve the predominantly white society 
not the multi-cultural society we now live in. We cannot disregard the fact the NHS 
operates within a Westem world-view and we cannot change beliefs held by some ethnic 
minority clients about Schizophrenia. However, we must strive to move and develop an 
equitable NHS that caters well for all ethnic groups in the UK, so that discrimination does 
not occur. The govemment has taken the first steps to Delivering Race Equality in 
Mental Health (2004). Coming from an ethnic minority group and being in the position 
of a Trainee Clinical Psychologist, I am sensitive to and take great passion in ensuring 
that my practice reflects the diversity of clients I work with. I will continue to reflect on
21
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and improve my practice in the process of diagnosis and treatment of clients who come 
from an ethnic minority group and experience Schizophrenia.
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SUMMARY
The aim of this essay is to bring to light the impact of the Improving Access to 
Psychological Therapies (lAPT) agenda on adult and child service-users. The essay does 
this by exploring the strengths and limitations of the lAPT agenda for adult mental health 
service users and looking at how the agenda will impact on service user relationships with 
child and adolescent services.
A selection of the key agenda items on the lAPT agenda are explored, this includes 
exploration of the stepped-care model, the lAPT programme’s emphasis on Cognitive 
Behavioural Therapy (CBT) and how the lAPT agenda will impact on the social context 
of individuals. The Political Economic Social Technological factor model (PEST) 
provides a theoretical underpinning for implementation of the lAPT programme. Central 
to the essay is an argument for service-user interests versus the government’s economic 
drive, in the implementation of the lAPT programme.
The essay incorporates examples from case vignettes and my own practice in mental 
health.
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Introduction
The NHS has been in a process of development since its inception nearly sixty years ago. 
Over the years it has changed as a result of political will and social changes. Recently the 
government’s 2005 General Election manifesto outlined a new initiative committed to 
lAPT, for people who require the help of mental health services (The Labour Party 2005, 
cited in Hague, 2008). According to Department of Health (2007, pp.2) the lAPT agenda 
had two fundamental aims:
• “To provide better access to a choice of evidence based psychological 
therapies for people suffering from depression and anxiety and to...
• Give greater access to, and choice of, talking therapies to those who would 
benefit from them”
The lAPT programme was subsequently launched in May 2006. Although there has been 
an overwhelming response to the manifesto from government and health professionals, 
there are fewer responses from service-users. This essay aims to explore the strengths and 
limitations of the LAPT agenda for adult mental health service-users. As a trainee clinical 
psychologist, currently on a child and adolescent placement I have also chosen to explore 
how the agenda will impact on service-user relationships with child services, in particular 
relationships with clinical psychologists. I will consider some key items on the lAPT 
agenda, interweaving strengths and limitations of these items for adult mental health 
service users and the impact they will have on service-user relationships with child and 
adolescent services. In addition, my reason for undertaking this essay has been influenced 
by previously working as a research assistant on a pilot project involved in 
implementation of the lAPT programme. I have therefore provided personal reflections 
from this and other positions I have undertaken in mental health throughout this essay.
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Is lAPT for Everyone?
The proposal of the lAPT agenda in 2005 generalised that all service-user groups 
accessing primary care services will benefit from the programme (DoH, 2007a). 
However it failed to state how specific service-user groups such as adults and young 
people will benefit. Since the launch of lAPT programme, eleven Pathfinder Sites have 
been set up across the UK. These Pathfinder Sites are involved in the ongoing 
development and dissemination of information on:
• Effective service models to support the delivery of National Institute for Health 
and Clinical Excellence (NICE) guidelines based on a system of stepped care; and
• Standard access and outcome metrics to demonstrate the benefits of the new 
services models.
(lAPT, 2008)
Unfortunately only one of the eleven Pathfinder Sites (Bury Primary Care Trust) is 
working closely with the voluntary sector services to develop primary care based 
psychological services for young people, which lead me to question. "Is lAPT actually 
improving access for those groups that we know are under-represented in accessing 
psychological therapies?” For example we know that young people in the ‘transition’ 
years aged between sixteen and seventeen have in the past found it difficult to access 
CAMHS. I APT does not specifically look at this group, where clearly defined transition 
arrangements for these young people as they move out of child services and into adult 
services are needed. Another example is for service-users from black and minority ethnic 
(BME) communities, we know tend to have more difficulty accessing mental health care 
(NIMHE, 2003). As a result lAPT have promised to monitor the access to, and 
experience of psychological therapies of these BME groups to ensure that culturally 
competent services for all Black and Minority Ethnic (BME) communities is provided 
(Jassi, 2008). Some recommendations that have already been put forward are employing 
staff who reflects the community they serve, increased race and cultural awareness
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training for all staff, access to interpreters and translators, and adapting existing 
psychological approaches to meet the needs of specific communities. Jassi (2008) 
suggested that these standards could be implemented alongside the existing framework of 
the ‘stepped care model’ proposed by lAPT.
This essay shall now take a closer look at some specific items on the lAPT agenda, and 
the relative strengths and limitations of the lAPT for adult mental health service users and 
for service user relationships with child mental health services.
The Stepped Care Approach
NICE recommends that a range of psychological therapies should be used to treat people 
with depression and anxiety disorders. It recommends that these therapies are provided in 
a system of stepped care, as shown in figure one for depression. Each step represents an 
increased complexity of intervention. An example of the benefits this model will bring for 
service-users can be seen in the following case vignette:
Case vignette one: “Verity had depression and generalised anxiety disorder, which 
failed to respond to two courses o f  selective serotonin reuptake inhibitors (SSRIs) 
from her GP. The GP subsequently referred her to M PT Verity met a therapist 
once, and then took part in a further six sessions o f  therapy on the telephone, 
working through a CBT-based homework booking between sessions. However, 
halfway through the sessions her scores failed to show an improvement and, 
following discussion, with his supervisor, her therapist discussed Verity’s case with 
the team’s GPSl, who spoke with her GP, and together they changed her 
medication. By the end o f the six sessions she had still failed to improve, and it 
became clear that post-traumatic stress disorder was contributing to her lack o f  
progress, so she was ‘stepped-up ’ to high-intensity therapy.
She had 16 face-to-face sessions with a therapist, by the end o f  which she had 
recovered sufficiently to have started both a new relationship and a part-time job ”. 
(Hague, 2008, pp. 12-13)
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Figure 1: The stepped care model (NICE, 2004, pp. 15)
The above case vignette reflects how referral to an lAPT service relies heavily on the 
GP’s identification of a mental health problem. There is evidence to suggest that factors 
such as the GP’s consulting technique and the sex of the patient and GP can affect the 
correct detection of mental health difficulties (SCMH, 2002). However, the stepped care 
approach allows other mental health professionals to step service-users down to lower 
intensity treatments. The case vignette also highlights the little time that GPs have to 
explore the emotional difficulties of their patients. The lAPT programme will assist GPs 
with this problem by employing a workforce, such as ‘Primary Care Mental Health 
Workers’ who will be able to conduct mental health assessments, helping GPs manage
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and treat common mental health problems in primary care (SCMH, 2002). Child service- 
users can often be disadvantaged in primary care as GPs and other primary care 
professionals such as health visitors can prevent young people accessing psychological 
therapies services because "...they take the view that psychological therapies do not work 
for younger people and instead prioritize the referral of adults” (DoH, 2008, pp.22). To 
help increase the relationships that service-users have with child services it therefore 
seems beneficial to provide training to those professionals in front-line NHS posts in 
primary care. In addition to include a workforce focused to work with children, such as 
the child primary care mental health worker based within the child and adolescent 
community mental health team I am working in. This worker also helps to bridge the link 
between tier one and two mental health services, as service-users do not often fit into neat 
tiered categories.
From the case vignette we can see that the stepped care approach allows GPs and mental 
health professionals to allow service users to access the level of care that is most 
appropriate to their needs. Verity had been stepped up to more intense treatment after 
having brief sessions of therapy did not show any improvement. The stepped care 
approach will enable service-users with mild to moderate mental health problems to have 
brief psychological interventions at a primary care level, instead of being referred to 
secondary care services or prescribed medication as they traditionally would have. lAPT 
encourages mental health problems that are treated in primary care to be labelled 
‘common’ mental health problems. Using the word ‘common’ can be damaging to those 
service-users who are treated in secondary or tertiary care services, whose problems then 
become labelled ‘severe’ or ‘enduring’. This reinforces the stigma attached to people that 
access mental health services. Nevertheless, delivering psychological therapies in 
primary care will make people perceive psychological therapies as less threatening. 
Further to this, stigma can be reduced by providing psychological support over the 
telephone as shown in the above case vignette.
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Early Identification
Service-users and carers put forward in “Commissioning a Brighter Future” (DoH, 2007a) 
that a maximum waiting time of ten working days from an initial referral to treatment was 
considered satisfactory for people with mild or moderate mental health problems. 
However the waiting times for psychological therapies on the NHS have always been 
considered too long, from several months to two years (SCMH, 2008). The danger of this 
is that the mental health of those on long waiting lists can deteriorate, and their 
relationships can break down. Also some people may be forced to take time off from 
work - or give up their job completely (SCMH, 2008). The lAPT programme aims to 
reduce waiting times by recruiting extra therapists to allow faster access to mental health 
services (DoH, 2008). Evidence for this can be seen through my service-related research 
project in my first year as a clinical trainee, which looked at the evaluation of an adult 
primary care mental health worker service, where I discovered the average waiting time 
had reduced to 3.5 days. This was significantly lower than prior to the addition of the 
primary care mental health worker service.
By providing psychological support earlier to people (bearing in mind that one half of 
adults using mental health are parents), it will enable them to support their children in 
developing mental health difficulties too, as there is evidence that the children of parents 
with mental health problems are more likely to experience mental health problems (Green 
et al., 2005, as cited in SCMH, 2008). Parents report that therapy helps improve the lives 
of their families as a whole and not receiving therapy made matters worse for the family 
(SCMH, 2008). Bury PCT support this with evidence from their pilot project, by 
identifying that young people and their families need more early intervention work to 
prevent relatively minor problems from escalating further into adulthood. Children, 
parents and carers have also themselves requested an increase in the availability of 
psychological therapies, so that they are available to them when the need first arises, not 
when their problems reach crisis point.
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lA PT’s Emphasis on CBT
The PEST model is a business measurement tool that is helpful to understand the 
environment in which a business is operating and the threats and opportunities in the 
environment. According to the PEST model changes in the NHS can be a result of 
changing social trends (Upton & Brooks, 1995). For example with the recent changes in 
employment due to the economic recession in the UK, there will be profound effects on 
the mental health of those who have lost their jobs. With the healthcare system already 
under increasing pressure, and the incidence of mental health problems on the rise, 
according to the PEST model this will generate greater consumer power by encouraging 
service users to demand greater choice and understanding in what they want and need 
(Upton & Brooks, 1995). The lAPT programme expands the variety o f mental health 
interventions available in primary care. In the above case vignette. Verity responded 
better to psychological therapies than to medication. This is an important change because 
we know that some service-users respond better to talking therapies than to medication. 
Service-users are now offered brief evidence based interventions, such as computerised 
cognitive behavioural therapy (DoH, 2007b), cognitive behavioural (CBT) workbooks 
and books on prescription schemes. As reflected in the above case vignette, these are 
usually delivered on the telephone, minimising the traditional face to face contact. 
Advances in technology and the lower cost of information technology enables a change in 
the way the NHS delivers interventions for mental health (Upton & Brooks, 1995). This 
will allow for more service-users to access help earlier rather than having to wait on long 
waiting lists to have one to one therapy with a mental health professional. This is 
encouraging to see because when I was involved in co-facilitating a service-user group 
during my adult mental health placement, service-users felt that they were not offered 
talking therapies.
The PEST model theorizes that changes in the NHS can be a result of economic trends, 
which involve looking at the clinical effectiveness of treatments and relative cost- 
effectiveness of treatments in an attempt to target spending where it will achieve the 
greatest health gain for the population as a whole. Using brief evidence based
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interventions in primary care that are often delivered by low intensity workers will be 
more economical for the government as they will save on the costs on having larger 
numbers of service-users waiting to see a therapist who is more expensive to recruit. For 
example for one clinical psychologist in secondary care, the government will be able to 
recruit two-three low intensity workers in primary care. It was made clear by Hague 
(2008) that Lord Layard’s (2004) economic argument is driving the change for lAPT. 
This can also be seen through lAPT’s emphasis on CBT interventions. Although the 
CBT model is a more structured approach than other psychological therapies; it places the 
input from service-users fundamental to its practice; and empowers service-users to take 
control of their difficulties by learning strategies to overcome their emotional difficulties. 
We also know that CBT is a time-limited approach. This distinguishes CBT from other 
psychological therapies such as the psycho-dynamic approach where service-users can be 
in therapy for over a year. Therefore providing a time-limited approach such as CBT will 
be more economically beneficial to the government. However, from the above case 
vignette we can see that there was no improvement in Verity’s difficulties following six 
sessions of CBT over the telephone with her therapist. lAPT appears to neglect that good 
communication and respectful working alliances with service users are common factors in 
recovery and healing (DoH, 2004). In particular children, young people and their families 
value an approach where they feel listened to and involved in the actions taken (CAMHS, 
2008). But the types of interventions offered under the lAPT programme reduce the 
therapeutic interaction between service-users’ and mental health professionals’. I 
wonder whether the low referral rates for cCBT, Guided Self Help and Books on 
Prescription scheme discovered in the evaluation I carried out for a ‘Graduate Primary 
Care Mental Health Worker’ service last year, provide evidence for this theory? In 
addition, from my own practice as a ‘Graduate Primary Care Mental Health Worker’, I 
often had adult service-users who attended sessions wanting to talk about their difficulties 
freely rather than to focus on the Guided Self-Help CBT workbooks for which they were 
referred. This issue will be explored further in the next section exploring the treatment 
choice for service-users under lAPT programme.
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Treatment Choice
The lAPT programme claims to increase access to all psychological therapies. As 
Professor Kinderman, Chair of the BPS Standing committee on health and social care said 
“lAPT should lead to real choice and effective psychological treatments for people who 
seek help for mental health problems and are currently unable to access any service other 
than medication” (BPS, 2008b, pp.l). However, it seems that service-users are not being 
given increased access to all psychological therapies, but predominantly CBT as explored 
in the previous section of this essay. It is not a surprise that the David Clark who is a 
committed CBT practitioner is closely involved with BAB CP and clinical advisor to the 
Department of Health for lAPT (Mollon, 2008). However, despite researchers providing 
evidence for the effectiveness of other psychological therapies in the treatment of 
common mental health problems, CBT still appears to be the dominant discourse in lAPT 
programme (Mollon, 2008). Service-users are therefore not being provided with the 
scientific evidence on the effectiveness of psychological therapies so that they can make 
informed choices about their care. In physical health care, a doctor would inform a 
patient about the potential risks and benefits undertaking an operation based on evidence 
from research. Why are not mental health service-users equally routinely informed about 
the research evidence for mental health interventions? One of the reasons for this may be 
due to the difficulty in assessing outcomes for other psychological therapies. We can see 
from the case vignette above that LAPT routinely measures people’s health outcomes 
(lAPT, 2008). These outcomes provide feedback on the elements of treatments that are 
helpful or not. They are usually in the form of objective quantitative scales, for example, 
CORE-10, PHQ etc. Although these have the advantage of enabling service-users to 
track their progress and therapists to monitor change, it is important to recognise that 
these outcomes alone do not reflect the improvement or change in service-users using 
psychological therapies. This is highlighted in the above case vignette where we can see 
that other life circumstances such as starting a new job or a new relationship can 
contribute to improvement. The therapeutic relationship itself can also be a major 
contributor to therapeutic outcomes, as service-users state that they prefer to see 
therapists with whom they believe they share common values or beliefs. This would be
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defined as sexual orientation, culture and ethnicity (SCMH, 2008). The dilemma of 
evaluating therapeutic outcomes for lAPT is supported by Bury PCT who reported that 
further work is needed to ensure that the Patient Case Management Information System 
for the lAPT programme (PC-MIS) being developed nationally is flexible enough to 
collate data relating to children and young people and that appropriate clinical assessment 
tools are used, and if necessary adapted, to ensure they accurately reflect the impact of 
psychological therapies on children young people and families.
This essay will now explore some of the wider items on the agenda of lAPT and the 
strengths and limitations this will have on adult service users. I will also explore how 
these will impact on the service-user relationships with child services.
The Wider Impact of I APT
As mentioned earlier in this essay the launch of lAPT is driven by the governments’ 
economic agenda. The health economist Lord Layard advises the government to make 
people less reliant on the welfare system and to return to work. He suggests this can be 
done through the implementation of the lAPT programme by helping those who are on 
incapacity benefit because of depression and anxiety into rehabilitation and eventually 
into employment (Layard, 2004). The following case vignette is an example of this 
vision.
Case vignette two: “Robin was a 48-year-old man who became unemployed. He developed 
depression, responding well at first to treatment from his GP’s practice counsellor, with 
whom he had the maximum number o f  sessions allowed. Unfortunately, when he was well 
enough to look fo r  work he relapsed. He then disclosed that he had a specific learning 
difficulty and found the usual help available at the local Job Centre very hard to access. He 
finally went onto Incapacity Benefit, and then had it withdrawn. Via lAPT, Robin had 
several sessions o f  CBT, and was helped back into the workplace by being introduced to the 
local volunteer centre. Some weeks later he was helped to revisit Job Centre Plus, who 
helped him to find  suitable employment; he was able to complete his therapy during the 
lunch breaks at work, on his mobile phone ” (Hague, 2008 pp. 12).
36
Essay Two
This case study differs from the earlier case study in that it highlights how services 
operating under the lAPT programme can work in flexible ways to meet the needs of 
service-users. Whereas the first case study located the problem within the individual, this 
case study shows how through using a joint working approach with CBT therapist and the 
local volunteer centre, Robin was able to return to work. To provide a personal reflection 
on this type of work, I worked with service-users with similar difficulties like Robin. 
This was as a research assistant on a pilot project which aimed to implement the lAPT 
programme, by working with service-users on incapacity benefit suffering from 
depression and/or anxiety to enable them to return them to work. This was done using a 
condition management approach which incorporated CBT techniques. My work involved 
working inter-professionally with a range of professionals, from GP’s who had made the 
initial referral to job-centre plus advisors. I found that service-users were often working 
with many professionals at any one time and this had the benefit of taking a holistic 
approach to mental health difficulties, bringing together the systems involved in the 
individuals care. Working in a multi-disciplinarily setting can however pose a challenge 
to practitioners, who are often loyal to their own ideologies and occasionally less 
accepting of others (Vetere, 2007). As a consequence when a professional network is in 
difficulty with communication, liaison and joint working its actions can prevent change 
and positive outcomes for service users (Vetere, 2007).
When working with adults, a mental health professional who identifies that an adult is a 
parent, should then enquire about the patient’s children to ensure that they are receiving 
the support to meet their needs. This might involve joint working between adult mental 
health services and child and adolescent mental health services (SCMH, 2008). Similarly 
from undertaking my child and adolescent placement I have recognised the importance of 
inter-professional working in child services as there are often many systems involved in 
the care of an individual child and their family. The National Service Framework 
recognises that more co-located, multi-disciplinary services in providing personalised 
support, as required throughout childhood and into adolescence, needs to be provided 
(DoH, 2004). From a child services perspective, a holistic and flexible service is needed
37
Essay Two
particularly to help those young people who are from black and minority ethnic groups, or 
being looked after or who have learning difficulties or caring responsibilities, and those 
that are excluded from school, as they may present with a complex array of social and 
mental health needs. This is supported by the National Service Framework who state that 
service-user relationships with child services should be “child-centred and look at the 
whole child -  not just the illness or the problem” (DoH, 2004, pp.2). It further recognises 
that service-users’ beliefs about health and illness are held within families and that plans 
by individuals to make changes to health related areas may only work if the family is 
ready to adapt and support these changes. Research shows that in family therapy the 
‘identified patient’ decreased their total number of health care visits following the family 
therapy intervention, and the family therapy ‘other patient’, that is the significant family 
member such as a spouse or partner, significantly decreased their total number of health 
care visits (CAMHS, 2008). From the literature it does not seem that lAPT supports this 
view as more individual one to one therapeutic interventions are advertised, where the 
problem seems to be located within the individual, and therapeutic intervention with the 
whole family is not provided, which according to the above study may prove beneficial.
Workforce Issues
As newer roles are being established under the lAPT programme such as low-intensity 
and high-intensity workers, the structure of the mental health workforce is changing, 
which will inevitably impact on the existing roles of mental health professionals 
delivering psychological therapies, such as clinical psychologists. The New Ways of 
Working for applied psychologists (BPS, 2007a) has proposed that Clinical Psychologists 
will be providing increased supervisory and consultation roles to these new workers. This 
would be helpful particularly for child services where there is existing consultation work 
that takes place between clinical psychologists and the professionals that have good 
existing relationships with children (BPS, 2007a). For example, children often have good 
relationships with a teacher at school, child-minders, nurseries and other primary health 
care services such as GPs, midwives, and health visitors. These professionals are a 
valuable resource to work jointly with clinical psychologists to support the mental health
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and psychological well-being for a child. Children, parents and carers have highlighted 
that they would like an opportunity to build a trusting relationship with a known member 
of staff in schools, so that problems can be shared and discussed together with regular 
contact with the same staff in targeted and specialist services (CAMHS, 2008). This 
saves the child being brought into an unfamiliar environment where they have to build a 
new relationship with a stranger that they do not know. It is important to acknowledge 
that this is not helpful in all cases, as these systems can often be the source of 
psychological distress for the child. In such cases the clinical psychologist would be 
useful in being someone impartial to the system.
With the addition of low intensity workers in the mental health workforce, psychological 
therapies will be delivered by less qualified staff. A recent CAMHS review stated that 
service-users have expressed their dissatisfaction at spending more time with staff that 
have the least experience of mental health issues such as residential social workers, 
teaching assistants, youth justice workers. In addition these workers often see low 
intensity positions as stepping stones to entering clinical psychology training courses. 
Parents and children have already expressed that they felt let down because the therapist 
changed frequently, and with the low retention rate for workers providing low-intensity 
interventions this dissatisfaction will surely increase.
Conclusion
This essay has explored the strengths and limitations lAPT will bring to adult service- 
users and the impact LAPT will have on service-user relationships with child services. 
Some of the key items on the agenda of the lAPT programme have been looked at. It is 
now coming up to three years since the launch of the lAPT programme and the views of 
service-users are still almost non-existent in the literature. To me this reflects the extent 
to which service-user input is included into the lAPT agenda and instead the strong 
economic force from the government driving the initiative. Clinicians have long 
recognised the need for collaboration with patients in the concept of therapeutic alliance 
in psychological therapies. Similarly, lAPT needs to retain the vision that the key
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question is to ask ‘What do individual clients need to enable them to take charge of their 
own lives so that they can aim towards independence and the right to live as valued 
members of society?’. In addition, it is important that children and their families should 
have more involvement in deciding on services and interventions and getting some choice 
in this (CAMHS, 2008).
It is imperative that services are designed and delivered around the needs of adults and 
children using those services, not around the needs of organisations such as the NHS. 
Most service users do not think much about organisational mechanisms instead their 
focus lies in wanting to overcome their emotional difficulties. However, in the past 
service-users were faced by systems which seem impenetrable and mystifying and left 
them feeling totally at a loss about how to deal with them, trying to work out where to go 
and how to get there. From this essay we can see that LAPT begins to provide some clarity 
on this for service-users.
It is clear that clinical outcomes are being collected across Pathfinder Sites, but this 
information alone does not allow us to hear the voices of service-users and this valuable 
in order to take lAPT forward. It is widely recognized that there are some inherent 
difficulties in getting feedback from service-users from primary care as they are often not 
involved with services for long enough to develop the kind of relationship required to 
encourage effective feedback, but we need this information to ensure that lAPT agenda is 
delivering what it set out to achieve, providing better access to a choice of evidence based 
psychological therapies for people suffering from depression and anxiety and giving 
greater access to, and choice of, talking therapies to those who would benefit from them.
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Introduction
September 2007 is a prominent month for me, not only did I start my Clinical Psychology 
training but I had moved house, into a new area, with my husband away from our friends 
and family. It was expected that the transition to change was inevitably going to be a 
difficult one, as I was stepping into the unknown both in my personal and professional 
life. This reflection is focused on the first task our cohort was given, the ‘Problem Eased 
Learning’ (PEL) task. We were divided into our case discussion groups and given the 
title ‘The Relationship to Change’, on which we had to form a presentation. Having now 
completed the PEL task this reflection has ironically given me the space to reflect upon 
the meaning of change and transition for me and for my future practice as a Trainee 
Clinical Psychologist. This reflection is written three months following the completion of 
the PEL task.
The PEL Task: The Relationship to Change
Our cohort was divided from a group of twenty-eight trainees to seven trainees into our 
case discussion groups this gave me the opportunity to get to know some trainees better 
than I would have been able to in a larger group. Our task was to develop a twenty 
minute presentation on the title ‘The Relationship to Change’ which we were told was not 
going to be assessed, this reduced my anxiety. I initially felt lost with the ambiguity of 
the title and felt alone in this feeling at the first meeting, however it became apparent by 
the end of the session that the group members had similar feelings.
Even though I have worked in the NHS for three years, in a similar role, I initially felt de­
skilled in dealing with the PEL task. Consistent with Hawkins and Shohet (2000), I 
believe that I was at the ‘Novice’ stage where I needed to establish my role as a Trainee 
Clinical Psychologist. This led to initial high anxiety but I was driven by motivation. I 
saw my Clinical Supervisor on placement as a role model, which helped me familiarise 
myself with the ‘Trainee Clinical Psychologist’ role (Prochaska & DiClemente, 1982).
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I felt that the members of the group functioned as independent initiators, by bringing 
topics to the meetings that they were willing to openly express in the group. On reflection 
the aspect of our group that I most value is that each person in the group had the 
opportunity to pursue interests that were important to them. We had a range of topics, 
from power of the media evoking fear, social constructionism and theories of persuasion. 
For me I have always been passionate about diversity, and it was certainly a theme that I 
was determined to hold on to in the presentation, as it gave me a sense of security. On ' 
my first day at the University I was aware I was the only trainee in the cohort from an 
ethnic minority background. I was now also the only trainee in the case discussion group 
from an ethnic minority background. Having worked in a multi-cultural team prior to my 
employment as a Trainee Clinical Psychologist, I was disappointed, that there was not 
any ethnic minority representation on the course. However, I soon turned this feeling of 
weakness into strength, by considering how privileged I am and started thinking about 
how I could enlighten other trainee’s with my experiences from working with clients 
from diverse backgrounds. When the group discussion progressed to the media’s impact 
on changing public perceptions in regards to the Madeline McCann news coverage at the 
time, my contribution focused on issues of diversity. I questioned whether the media 
attention to the case was due to the McCann family coming from a white-middle class 
family. I compared the news coverage to a Greek family in Greece whose eleven year old 
son went missing, but the family were outraged that there was no national campaign or 
news attention, like the McCann family were given. There was a natural progression to 
the title of our presentation ‘the media’s relationship to change’.
Developing Relationships
I would describe the group throughout the PEL task as task-orientated. I was curious 
about others in the group, their personalities, and the experience that they bring with 
them. This was slowly, unconsciously being teased out through the PEL task because we 
were all contributing various ideas and knowledge that were of interest to us. It was only 
after the PEL task, in our first case discussion group that we all discovered we share 
many commonalities. We all live in London and have placements within the same NHS
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Trust. We had begun to change our relationship with each other from a working 
relationship to one of friendship. Eeing in the same case discussion group for three years 
provided a sense of stability within the course.
The Group Process
In the first CDG meeting we were required to allocate roles as Wood (2003). Having 
little previous experience of being chair I was reluctant to volunteer. The only male 
trainee in the group volunteered to be chair. I felt that this was brave of him and told him 
afterwards about how well he did and he appreciated the feedback. As a group we agreed 
to develop a rota and alternate chair across the weeks, giving everyone an opportunity. 
When it came to my turn, I was pleased with my role as chair. I did take some time prior 
to the meeting to think about how best to chair. I did this by asking other professionals 
how they chair meetings. I was the first to introduce an agenda at the beginning of the 
meeting. This was welcomed by the group who told me it was useful to have structure to 
the meeting. Having an agenda is continued in my therapeutic sessions with clients for 
Cognitive Eehavioural Therapy. I am able to better manage the time with an agenda. In 
addition, in both the PEL task and in therapy the agenda is collaboratively done, which 
allows the group and the clients to have equal control of power.
I felt that the group viewed the programme team facilitator as the leader, although this 
was not the facilitator’s intention. The facilitator acted as a leader in being useful for 
exploring themes that emerged to link the work of individual members in the group. In 
addition the facilitator encouraged the group to practice new skills and be creative in the 
PEL task. For example the Facilitator commented that the way we would all congregate 
around the table and share our ideas represented a news team in action. This led to the 
development of changing the context of our presentation from a formal presentation to a 
news programme setting. It was an interesting comment that sparked thoughts about in 
which role I would place myself, the director? the editor? or the researcher? I was excited 
at doing this particularly as it fulfilled a childhood ambition of wanting to become a news 
reader and this is what role I played in the presentation.
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Overall I felt there was a high level of cohesion in the group following the initial first few 
weeks of the PEL task being set. I felt that I could openly communicate in a responsible 
way, and it helped that the group shared leadership functions, when being chair to avoid 
any hierarchy.
Feedback
There was a general tone of high energy and hope throughout the PEL task. One of the 
feedback comments was ‘the group to go further and think about the process and the way 
in which the groups thinking changed’, in addition the group did not acknowledge issues 
of conflict in our presentation and how we managed that conflict. The group discussed 
this in the next CDG meeting and felt that we did not have any conflict arise in the group, 
however I was not convinced. I believe that at times the group used humour to deflect 
potential issues of conflict and continue to do so in subsequent case discussion groups. 
This was also noted in the feedback, ‘...a  good use of informing complex psychological 
concepts through humour’. In addition, by focusing the presentation on the media we 
were able to explore issues from journalists, points of view with out claiming them as our 
own. Perhaps if they were our own views it may have generated some conflict.
Future Practice
Having experienced the process of transitional change, I can better relate to the 
complexities associated with clients who are under going transitional change, and think 
about their difficulties in a more systemic way. It is also particularly imperative to 
consider what stage clients are at in relation to the stages of change so that therapy can be 
adapted and goals collaboratively formed in relation to the stage the client is at 
(Prochaska & DiClemente, 1982). It has led me to reflect on a client I am currently 
working with who is having difficulty in engaging in therapy. I have had to be flexible in 
adapting my work with him to accommodate his stage in the cycle of change.
According to the government, the future roles of clinical psychologists will expand to 
‘improving effectiveness of services through process consultancy, peer consultation and
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supervision, leadership’ (DoH, 2007). The PEL task has encouraged me to reflect upon 
my role within the group. I would like to further develop my skills and confidence in a 
leadership role in Clinical Training, so that I can prepare myself for the challenges of the 
New Ways of Working for Applied Psychologists (NWWAP) that have been proposed 
(DoH, 2007). However, on training I have been able to begin on developing other aspects 
of proposed NWWAP particularly in relation to work with service users and carers 
following the NWWAP statement that Applied Psychologists need to play a significant 
role in “empowering service users and carers in developing services” (DoH, 2007, pp.l 1). 
I was able to apply the presentation skills learnt through the PEL task into a Working in 
Partnership Conference. I presented with another Trainee Clinical Psychologist who is 
also in my CDG group. The aim of our presentation was to evoke change in attitudes of 
professionals and service users, particularly where “them” and “us” perceptions can exist. 
This has developed my confidence in presentation skills and I am further presenting at a 
carers meeting on “Talking Therapies”.
Conclusion
I hope that this reflective account has given insight into my relationship with change 
through the PEL task and how it has informed my clinical practice as a Trainee Clinical 
Psychologist. The title of the PEL task was one of ambiguity we left the audience with 
no ending, symbolic to how the media influences change, without giving us an ending to 
the stories they cover. This was received as highly powerful to the audience and captured 
the essence of our presentation. Similarly I find that there is no ending to this reflective 
account rather a continuing relationship with change, in my work with clients and in 
future group work that will inform my practice as a Trainee Clinical Psychologist.
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Introduction
This account is a space for my personal reflection on our third Problem-Eased Learning 
(PEL) task that was set early in our second year of clinical training. At that point in 
time I had just commenced my child and adolescent mental health placement. The PEL 
task focused working with people in later life, their families, and their professional 
network. This reflection is written three months after completion of the PEL task. The 
account provides an outline of the task, then a reflection on the group processes, and 
implications for clinical practice.
The PEL task: Working with people in later life, their families, and their 
professional network
Our task was to develop a twenty-minute presentation on a case study which was based 
on a fictitious service-user called Mr Nikolas, who is sixty-nine years old. He presented 
with short-term memory problems, and concerns for his need for care. The professional 
network that was involved in Mr Nikolas’s care consisted of a social worker, a GP and 
the psychology department to whom he had been referred to for an assessment. Currently 
being in the second year I felt disadvantaged as the third years had had teaching on older 
adult’s mental health whereas we did not. I wondered whether that was going to be an 
issue for the group, as positions of power that people can have in a system can be a major 
source of tension (Gorman, 1998).
Group Process
The task itself involved us working in a uni-disciplinary group as we were all clinical 
trainees. Our group consisted of four second years (including me) and three third years. I 
already knew the second years from my case discussion group and two of the third years, 
one which was my buddy* and one whom I knew in a professional capacity prior to 
entering clinical training. From knowing members of the group previously I knew that 
our group had some dominant characters and I wondered how this would influence the
' A buddy systems operates in the first year, where first year trainees are paired with a second year trainee 
for support.
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dynamics of the group, as a successful group is characterised by having the right mix of 
skills and knowledge (Gorman, 1998). In addition the group did not reflect the reality of 
clinical psychologists in practice, who would often discuss cases within multi-disciplinary 
teams.
Advancing Formulation Skills
From the first meeting our group divided itself into three smaller groups within our own 
year groups, so that we could each formulate Mr Nikolas’s difficulties across three 
psychological models; GET, Psychodynamic and Systemic. One of the reasons for this 
separation was so that if everyone paired up with someone who was in their respective 
year groups then it would be easier to work outside of the allocated PEL meeting times. 
Ey the end of our first meeting I felt that our group had organised itself well and were 
accommodating to each others needs, as we shared our timetables and were open about 
personal commitments such as annual leave so that we all had dates that we could attend 
subsequent meetings. I believe the group’s honesty in doing this was influenced by not 
having a facilitator present, as it gave us a sense of responsibility in managing our own 
time. Through this we were implicitly preventing the group to move into a ‘storming’ 
stage later in the task, where conflicts and polarisation around interpersonal issues can 
arise (Tuckman, 1965).
Presentations and group work both excite me and make me anxious, I guess this is 
because of the unpredictability of their nature. Therefore I like to be well organised and 
thoroughly know the content of my presentation, rather than having to improvise on the 
spot. This helps to increase my confidence in presenting and developing the knowledge 
of what I am presenting about. As mentioned above our larger group was divided into 
three smaller groups each focusing on GET, systemic and psychodynamic models of Mr 
Nikolas’s difficulties. I had just started my clinical placement where the dominant 
therapeutic model was an integrative one therefore the group formulating across three 
models was useful practice for me. The third years volunteered to do the systemic 
formulation because they felt more experienced on systemic approaches than second
52
PEL Year Two
years. Another group, volunteered for a CET formulation, and the psychodynamic 
formulation was left which I and another trainee were left with. Initially I felt I had got 
the short straw. Other members of the group also echoed that we had got the most 
difficult model to formulate. However I used this negative energy to challenge me to 
want to do it even more, as I was able to build on my learning needs in psychodynamic 
formulations. This has further encouraged me to become involved in a psychotherapy 
group on placement. It helped that in my pair, I was working with someone whom I had 
worked with before on many other occasions. It therefore felt safe to explore a complex 
psychological model with someone familiar. During my second year of clinical training I 
have generally been more open to challenging my learning by developing skills in areas 
that I am least confident. Doing a psychodynamic formulation was an example of this.
Creativity within Presentations
Our group took a very creative approach to the delivery of our presentation. We chose to 
do it in the form of an episode of the ‘Dragons Den’. This is a television series in which 
entrepreneurs present a pitch of their business ideas to a panel of leading entrepreneurs. 
We decided that each of the pairs in our group would pitch their respective therapeutic 
model to a panel which included a service-user representative, risk assessment 
representative, and someone representing the policy document New Ways of Working for 
Applied Psychologists (EPS, 2007) representative. As a group we felt it was important to 
incorporate the wider organisation and service-user issues into our presentation. For me 
this was what brought the case of Mr Nikolas to life, highlighting how clinical 
psychologists work in systems of care that have underlying political and organisational 
structures that will inevitably influence our practice. Similarly, I believe that our group 
mirrored this in our function as a group as we were aware of how our performance in the 
PEL task would be impact on other underlying requirements of the course.
Language use with Service-Users
The PEL task highlighted to me the importance of language for service-users. As a group 
we had explicitly stated that when presenting our therapeutic models we wanted to ensure
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that our pitches were clear and free of psychological jargon, making them comprehensive 
to service-users. This would give us practice in presenting psychological formulations to 
service-users. This was useful for me as I was on placement in a child and adolescent 
mental health service, where it was important to avoid psychological jargon so children 
could understand. The PEL task also enabled me to reflect on the difficulties for service- 
users who have severe and enduring learning disabilities that cannot communicate 
verbally. This stemmed from my experience in not being able to present my 
psychological formulation on the day of the presentation because of having to go to the 
dentist in the morning of the presentations which meant that I could not talk. I did debate 
whether to attend the PEL, but I wanted to support the group, and I also wanted to hear 
the feedback on the hard work I put into the psychodynamic formulation. However, the 
person I was paired with wanted me to stand up in-front of the audience with them to 
make them feel less nervous. I agreed but standing in-front of the audience made me feel 
powerless as I could not speak and had my pair speaking on my behalf. This was similar 
to what Mr Nikolas had experienced in the referral, where his ex-wife and son were 
speaking to professionals on his behalf. On reflection as clinical trainee’s we had also 
developed a formulation in the best way we saw for Mr Nikolas. This was therefore 
based on our assumptions, evidence-base and the information provided by Mr Nikolas’s 
ex-wife and son, what was missing was the voice of Mr Nikolas. In reality as clinical 
psychologists we would ensure that the treatment choice would be informed by the 
service-user them-self, but I can appreciate that this may not always be the case (DoH, 
2001).
Feedback
During the presentation I discovered that one of the programme team members who 
specialises in the psychodynamic model, was going to be providing us with feedback on 
our presentation. Knowing that we had to deliver a psychodynamic formulation, this 
increased my anxiety. My pair and I were disappointed with our feedback as we felt it 
did not recognise our attempt at doing it, particularly when other members of the group 
also recognised it was the most difficult model. I personally believe in conversations that
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I have had with other clinical trainees that they also do not feel confident with their skills 
in the psychodynamic model. I am still left open to wondering why this is.
Following the presentation, our group feedback commented “...a manic presentation that 
meant that the real difficulties the family found were not engaged or dealt with” (personal 
communication). Ey this I presume they meant that our group did not engage with the 
idea that Mr Nikolas may have dementia like other groups had. In early discussions 
within our group I had suggested that we look into the idea of dementia but this was 
overlooked by the group. I cannot help but wonder if I had stuck my head above the 
parapet perhaps we could have focused more on dementia. However I also wonder 
whether it was overlooked because our group unconsciously avoided engaging with the 
bio-medical and diagnostic aspect of the referral but rather wanted to take a holistic view 
of Mr Nikolas’s difficulties. This explanation fits with my perception that the current 
climate of clinical training favours holistic views of mental health problems over a pure 
bio-medical one. In addition I think that overlooking dementia also reflects the general 
disinterest of mental health professionals to work with older people.
Conclusion
It is now three months following the PEL task, overall I feel that our group worked well 
without a facilitator and were able to work well together to develop a very creative 
presentation. Through writing this reflective account, what strikes me is my 
determination in experimenting with new skills during training. Whereas in the first year 
PEL task I stuck closely to what I knew I have shifted into an area of challenging myself 
and working on my learning needs. Doing this task with third years also enabled us not 
only to do a PEL task but also for them to share with us other aspects of their training, 
which helped prepare me for what lies ahead in the third year.
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Introduction
This problem-based reflective account (PBL) is about a PBL task that was undertaken in 
the final year of clinical psychology training. At this point I had just commenced my 
older adult mental health placement. The aim of the PBL task was for second and third 
year clinical psychology trainees to develop a consultancy report on how to evaluate the 
effectiveness of Improving Access to Psychological Therapies (lAPT) agenda (DoH, 
2007). This account reflects on the process and the implications for my development as a 
trainee clinical psychologist, through undertaking this task.
The PBL Task: Improving Access to Psychological Therapies
Our group decided to use a creative approach to the task, and formatted our presentation 
in the style of a reality television show called ‘The Apprentice’. In ‘The Apprentice’, two 
teams work competitively against each other, to prove their skills and expertise in a series 
of tasks to the host of the show. Sir Alan Sugar. Sir Alan Sugar then seeks to hire one 
individual from either team as his next Apprentice. Our group replicated this set-up and 
devised two teams representing service-users and commissioners. We also had a group 
member representing Sir Alan who acted as the narrator and his companion who acted as 
the reflector. I was in the team representing the service-users and was specifically 
responsible for evaluating LAPT from the workforce perspective. Other themes in the two 
groups included the financial impact of lAPT, the impact of lAPT on carers, and 
diversity.
In the first meeting the group spent most of their time having discussions about lAPT. 
The themes seemed to centre about two main issues, money and service-users. This 
influenced the groups’ decision to have two teams called ‘Money Matters’ and ‘People 
Matters’. We felt that these names reflected the polarised debate in our group. One 
individual highlighted that the group seemed overly critical of lAPT, being made aware 
of this helped the group to step back and develop a more balanced perspective of the 
lAPT agenda.
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A Reflection of my Role within the Group
My interest to focus on workforce issues was sparked by previous conversations I had 
with health professionals on placement, particularly in community mental health teams 
where I have sensed some resistance towards the lAPT agenda. I noticed that the most 
prominent reasons for resistance were about the lAPT workforce, where some 
professionals believed that low-intensity workers are not qualified enough to be working 
with people with mental health problems. I also chose to focus on workforce issues 
because I had previously worked in a similar post to the low-intensity post in LAPT prior 
to clinical training, where workforce issues existed, such as job retention, training and 
development and workload issues. Being able to reflect on my previous experiences and 
incorporate them into the PBL task, helped me to empathise with the lAPT workforce. In 
doing this I was also able to see the transition that I have made in my role as a trainee and 
soon to be psychologist, and the skills I had developed upon since being a low-intensity 
worker. The feedback from the panel assessing the presentation commented that we had 
incorporated the workforce issues well (personal communication, November 2009).
The Group Context
Overall I felt that our group had worked well together on the task. Having such creativity 
in our presentation made the task enjoyable. I felt that not having a facilitator present 
helped in making people feel less inhibited. The group was also used as a space to 
develop relationships between second and third years, where second year trainees would 
seek advice from third years about assignments. This helped me to see the transition I 
had made from second to third year, in particular how the anxiety that I reported in my 
first year reflective account had diminished.
The PBL task was planned at a time where both second and third years had increasing 
academic pressures. The group decided that we would all work autonomously on certain 
areas of lAPT and would liaise with each other via emails. During the latter stages of the 
task we all spent the last two sessions bringing together our different areas. Although this 
worked well there was some tension between members who felt that some people in the
59
PBL Year Three
group were not working as hard as others. However this was not overtly expressed in the 
group, and looking back on my previous reflective accounts this seems to have been a 
consistent pattern when tension occurs. This was also noticed outside of the PBL context 
by the facilitator of our current Personal and Professional Learning Development Group 
who noted that in one session it took an hour for her to realise that we were indeed 
frustrated and stressed but as a group we did not overtly express our emotions. Perhaps 
my interest in focusing on this matter has arisen from my Major Research Project which 
is on emotional disclosure and psychological distress, and the fact that I have learnt that 
emotional inhibition can impact on your health. This is certainly evident in teams when 
people do not bring issues to the attention of team members. How I attempted to do this 
will follow in the next section.
Leadership
I was pleased that the PBL task was based on lAPT because I had completed an academic 
essay on lAPT and as I mentioned earlier I had undertaken a post in an lAPT service prior 
to clinical training. Another member of the group (colleague 1) had also completed an 
academic essay on lAPT and was considering undertaking training in lAPT following 
clinical training. We shared our knowledge of lAPT with the group, lead discussions and 
circulated our essays with the wider group. One member of the group suggested that I 
and colleague 1 should become leaders for the two teams, one for ‘Money Matters’ and 
one for ‘People-Matters’. I was in a dilemma about whether to undertake the role of 
leader. On one hand I felt that being a leader in this scenario would enable me to develop 
my skills in leadership. But on the other I was reluctant to repeat the power imbalance 
that I had felt in the previous PBL task when third years had the experience of working in 
the setting that the task was based. I therefore decided it was in the group best interests 
not to undertake position as leader. Colleague 1 also agreed with this. We were surprised 
that the ‘Reflector’ commented that “...two members of the group who knew about lAPT 
through having done essays did not put themselves as leaders” (personal communication, 
November 2009). I felt that the Reflector had made assumptions about our reasons for not 
putting ourselves forward as leaders without validating it with my colleague. To rectify
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this I took it upon myself to inform the group the reasons for our decision and that we did 
not want to create power imbalances. This is an example of where I expressed my 
frustration and how in our clinical work we need to be cautious about making 
assumptions about our clients and the importance of validating hypotheses with the 
clients before accepting them as true. Following this it was interesting that no one else in 
the group put themselves forward as leaders of the two groups either. This is surprising 
given the emphasis for psychologists to take on leadership and consultation roles (DoH, 
2007). I do believe in the importance for psychologists to develop their skills in 
leadership and consultation roles, particularly from having done some consultation work 
with a staff team in my learning disability placement. This has prompted me to undertake 
a specialist placement which involves working within a consultation model. Although I 
have always wanted to undertake a primary care placement, from having worked in 
primary care prior to clinical training I believe that undertaking a specialist placement 
that will develop my consultation skills will better equip me to work in primary care. 
Given the uncertainty around primary care services following the implementation of 
lAPT, if I decide not to work in primary care services, then those consultation skills will 
be transferable to other work settings.
Evaluating Psychological Therapies
This PBL task focused on an evaluation of the effectiveness of lAPT. From the outset the 
group was clear that we would be drawing on our research skills, in being able to 
critically evaluate evidence and policy through to planning a strategic way of evaluating 
lAPT. The lAPT programme emphasises the use of routine outcome measures when 
working therapeutically with clients. There was a general consensus within our group 
and other groups that these measures failed to provide subjective measures about service- 
users changes in their health when accessing psychological therapies. Since this PBL task 
I have been involved in developing my research skills on placement, through evaluating 
an evidence-based cognitive stimulation group that I hold for older adults with dementia 
(Spector et al, 2005). I have ensured that I incorporate both objective and subjective data 
into the analysis and both service-users and carers perspectives of change.
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Working in an older adult CMHT whilst undertaking this PBL made me realise that lAPT 
has not yet impacted upon the older adult mental health services. Currently the only links 
with primary care services is through medical professionals such as psychiatry and GP’s. 
From undertaking the PBL task I can see how a low-intensity worker would be a useful 
asset to the team. There is already an Older People Special Interest Group has been set-up 
by lAPT in other areas whose main objectives are (i) to provide and develop local 
workshops and (ii) to enhance the training of lAPT workers to work with older people 
with specialist needs (NHS, 2009).
Conclusion
The reflections that I have written throughout clinical training have provided me with a 
space to reflect on the process and implications that they have had for my personal and 
professional development. In reading my previous PBL accounts I have been able to see 
the transition I have made throughout the course. In the first year, the main themes that I 
wrote about in my account were about the Toss and ambiguity’ of my role as a Trainee 
Clinical Psychologist and how I felt ‘de-skilled’ and ‘anxious’. In the second year PBL 
account, I wrote about how I began to ‘challenge’ myself and ‘experiment’ with new 
skills to develop my clinical competencies. In reading the above account I can see how I 
have grown in ‘confidence’ and how I am beginning to think about my role as a qualified 
clinical psychologist.
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PPLDG Year One
Personal & Professional Learning Development 
Group 
Process Account
Summary
September 2008 
Year One
This is a reflective account about my interpretation of the process of the case discussion 
group (CDG) in the first year of clinical training. The account makes links between the 
experiences that I encountered in the CDG and my personal and professional 
development. The account describes how early on in the year, the CDG was a “new way 
of learning” for me compared to traditional seminar groups that I had been in involved in. 
This ambiguity initially made the CDG space feel “unsafe”. I reflect on this process and 
adapt my work with service-users in an in-patient group that I co-facilitated at that time, 
to ensure that service-users felt safe in the group. I describe how the first part of the year 
made me feel de-skilled as I aimed at trying to become the “perfect trainee” and how I 
begin to develop in confidence to ward the end of the year. I write about how I brought 
ideas of diversity into the CDG from my experiences prior to clinical training. Towards 
the end of the first year I write about how I begin to use the CDG as a space to consult 
with other trainees about my clinical work, and in my clinical work I begin to work 
closely with other professions in the multi-disciplinary team.' I reflect on having good 
“professional” relations with members of the group and begin to discover the 
communalities that the members of the group share outside the CDG context.
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Personal & Professional Learning Development 
Group 
Process Account 
Summary 
September 2009 
Year Two
This is a reflective account about my interpretation of the process of the case discussion 
group (CDG) in the second year of clinical training. The account makes links between 
the experiences that I encountered in the CDG and my personal and professional 
development in my learning disability and child placements. This account reflects upon 
how the group dynamics changed significantly from the first year of clinical training. I 
reflect on how this change was due to the theoretical orientation of the new facilitator 
who helped bring structure to the group, which helped reduce the ambiguity that was felt 
in the first year. The position of the facilitator was viewed as more equal to others in the 
group, and I write about how this was helped by the facilitator allowing each member of 
the group to facilitate one CDG. The facilitator helped the group to bond together more 
and I write about the roles that different members of the group held and how I shifted to 
having better relationships with some members of the group. I use a socio-gram to 
illustrate this. In this account I begin to reflect on my personal challenge of balancing the 
collectivist values of my culture and the autonomy that is promoted in the environment in 
my clinical work. This was triggered by members of the CDG being curious about how I 
felt being the only Asian in the cohort and how this impacted upon my self-identity.
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Case Report One
Adult Mental Health
Cognitive Behavioural Therapy with a Young Female 
Presenting with Obsessive Compulsive Disorder
Summary
April 2008 
Year One
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Referral
Maria is a white British female student referred to the Community Mental Health Team 
by her GP. Maria presented with ongoing difficulties with Obsessive Compulsive 
Disorder. Maria experienced both intrusive thoughts and images about harm coming to 
people close to her, and a fear of contamination.
Assessment
A semi-structured face to face interview was carried out with administration of the Yale- 
Brown OC Scale (YBOCS) (Goodman et a l, 1989) to provide a baseline measure.
Formulation
A model developed by Salkovskis, et a l (1998) provided a usefiil conceptualisation of 
formulating Maria’s difficulties.
Intervention
Maria’s disclosure of history of abuse, grief, and OCD, made it challenging to decide 
which intervention to use. This prompted discussions with the Multi-disciplinary team. 
Maria was offered eight hourly sessions of CBT on a weekly basis, including focus on 
psycho-education and use of exposure response prevention techniques.
Reformulation
Maria disclosed problems with eating and alcohol abuse during our work together. 
Together with self harming behaviours (cutting and burning her self) and a history of 
early childhood abuse, a diagnosis for a Border-line Personality Disorder was considered.
Outcome
YBOCS post measure revealed the severity of obsessions and compulsions moved from a 
‘severe’ to ‘mild’ range. Intrusive beliefs shifted to understanding that her actions do not 
influence what happens to others. Fear of contamination reduced. Maria was provided
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initial support for her Bulimia whilst she on the waiting list for the Eating Disorders 
service.
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Case Report Two
Adult Mental Health
Cognitive Behavioural Therapy with a Thirty-Two 
year old Woman presenting with Depression
Summary
September 2008 
Year One
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Referral
Lisa was a 32 year old, White British female, referred to the Community Mental Health 
Team by her GP for depression and anxiety. Lisa was a practice nurse who had requested 
to have Cognitive-Behavioural Therapy (CBT).
Assessment
The assessment process involved individual sessions and use of psychometric measures to 
identify base line measures for mood. Lisa reported symptoms consistent with 
Depression. Lisa’s symptoms were precipitated by a break up of a relationship and 
following a diagnosis of breast cancer two months following this break up.
Formulation
A psychological formulation of Lisa’s difficulties was formed using Beck’s Cognitive 
Model of Depression (1976). Two types of therapy were considered CBT and 
Psychodynamic. As new information emerged during the course of therapy, Lisa’s 
difficulties were reformulated using a psychodynamic framework.
Intervention
Given the evidence-base for the effectiveness of CBT for depression and Lisa’s 
motivation to try CBT, Lisa was provided with eight sessions of CBT. This included 
socialising Lisa to the CBT model. Activity Scheduling and Problem Solving skills. A 
formulation was presented to Lisa to help her understand her difficulties. Lisa was taught 
how to identify and challenge unhelpful thoughts. Sessions finished with a discussion 
about future plans and relapse prevention.
Outcome
Analysis of the pre-therapy, mid-therapy and post-therapy scores on the Beck Depression 
Inventory indicated a shift from severe to moderate depression. Lisa developed in self- 
confidence and regained pleasure social functioning. Lisa also experienced reduced 
ruminations.
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Case Report Three 
Child & Adolescent Mental Health
Using Systemic and Behavioural Approaches with a 
Nine year old Boy Presenting with Behavioural
Difficulties
Summary
March 2009 
Year Two
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Referral
Daniel was a nine and a half year old boy, referred to the Child and Adolescent Mental 
Health Service by his GP. Daniel presented with behavioural difficulties that included 
violent outbursts, distractibility and difficulty concentrating. Daniel’s mother, found it 
difficult to support and manage Daniel. Daniel’s parents separated when Daniel was six 
weeks old. Daniel lived with his mother and step-father and he was the only child.
Assessment
Interviews were carried out with Daniels parents with and without Daniel present. 
Daniels’ school teacher and parents completed a ‘Strength and Difficulties Questionnaire’ 
and a ‘Conner’s Rating Scale’.
Formulation
The presenting problem was viewed differently by Daniel, his parents and the CAMHS 
team. Evidence from systemic theory, in particular structural family theory (Minnuchin 
(1987) and research on the impact of parental separation on children helped develop a 
psychological formulation. There appeared to be a lack of consistency in the parental 
organization of the family, which contributed to Daniel’s distress.
Intervention
Four sessions were provided of an integrative systemic and behavioural approach was 
taken to work with Daniels parents. Interventions included, changing family context and 
roles, moving Daniels parents towards co-parenting using limit-setting ideas and time-out 
strategies, and a review of family scripts. Behavioural interventions were delivered from 
the Webster-Stratton parenting program.
Outcome
Daniels parents reported that Daniel’s behaviour had improved since the original referral 
had been made to CAMHS. Post-treatment measures were given but not completed by 
Daniels parents. Increased confidence was reported in parenting.
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Case Report Four
Older Adult Mental Health
Neuropsychological Assessment with a Seventy year 
old Lady Presenting with Dementia
Summary
April 2010 
Year Three
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Referral
Mrs Wilson was a seventy year old lady that was referred for a neuropsychological 
assessment by the Consultant Psychiatrist at the Community Mental Health Team for 
Older People, to aid a diagnosis of dementia. Mrs Wilson denied the extent of her 
memory loss and difficulties that were reported.
Assessment
A pre-assessment interview was carried out with Mrs Wilson and her husband. The 
reports of a MRI scan result and the report of a pre-assessment interview with the 
Consultant Psychiatrist. A series of neuropsychological tests (WTAR, WAIS-III, WMS- 
III, FAS, BADS, Rey Complex Figure Test) were administered. Psychometric measures 
were used to provide a measure of depression and anxiety (HADS and GAD).
Formulation
It was hypothesised that the neuropsychological assessment will indicate an organic 
impairment, more specifically, consistent with the profile of Alzheimer’s Disease, or 
Frontal-Temporal Dementia.
Findings
Results from the assessment indicated clearly indicated that Mrs. Wilson had a dementing 
illness, her profile appeared mixed in presentation with some areas indicating frontal- 
temporal dementia and others of the Alzheimer’s type.
Conclusion
Recommendations were made which included details of information and support 
organisations for dementia. The results were fed back with sensitivity to Mrs Wilson and 
her husband, highlighting Mrs Wilson’s strengths and weaknesses. A follow-up session 
was offered to Mrs Wilson and her husband to talk about the impact of the results.
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Oral Case Presentation 
People with Learning Disabilities Mental Health
Empowerment o f and collaboration with a staff team. 
A Person Centred Formulation
September 2009 
Year Two
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The case that I presented for the oral case presentation was of a client that I worked with 
during my people with learning disability placement. The presentation was an example of 
one part of the therapeutic intervention that I carried out with the client.
The client was Tony a forty-six year old, White British male, who lived in a private 
residential home for people with moderate to severe learning disabilities. A referral was 
made to the Joint Community Learning Disability Team, for challenging behaviour 
towards staff and other service-users.
The approach that was taken for the intervention involved working collaboratively with 
the staff team at the residential home. My role was to facilitate the staff team to develop a 
formulation about Tony’s presentation of challenging behaviour. Having not worked with 
people with learning disabilities before, it helped to become familiar with the evidence 
base that underpinned my work with Tony. As a result the formulation was based on a 
model of challenging behaviour devised by McGill et al. (1996). It was thought that 
empowering the staff team through the development of a formulation and encouraging 
them to generate ideas for interventions would help them have a better understanding of 
the reasons for Tony’s presentation of challenging behaviour.
It was important to ensure that the staff team formulated Tony’s difficulties in a person- 
centred way because of his difficulty in communicating where he was unable to articulate 
his own thoughts and feelings. This was helped through the assessment which I carried 
out prior to the session with Tony’s mother, the staff team, and Tony him-self, through 
one to one meetings and the use of Motivation Assessment Scale (MAS) (Durand & 
Crimmins, 1988) and ABC charts (Bijou et al, 1968) that staff were asked to complete. 
The staff team were also encouraged in the session to focus on personal and 
environmental contexts that may contribute to his presentation of the challenging 
behaviour. These included factors such as epilepsy, sleep aponia, family context and 
Tony’s use of a wheel-chair.
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An interactive session was planned and carried out with the Home Care Manager and 
Tony’s key-worker, as these were the two key people involved in Tony’s care, and were, 
the two people that knew Tony well. A flip-chart paper with a formulation diagram was 
provided as a template to provide an evidence-base for the formulation. The two team 
members took it in turns to consider the factors that they thought could be contributing to 
Tony’s behaviour. I also helped prompt them with information that I had gathered 
through the assessment process. Following the session, a follow-up session was planned 
with the staff team to review the outcome of the interventions that were carried out. 
Tony’s parents were also invited to this meeting.
The presentation included a reflection of the development in my confidence in using 
formulation skills over the two years of clinical training and particularly in adapting 
existing models to better suit the needs of the client.
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Clinical Placement Experienee
Summary
September 2007 to September 2010 
Year One to Year Three
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Adult Mental Health This placement was at a Community Mental Health Team, where I 
worked with adults aged between 19 and 76. The majority of clients I worked with were 
from white-British ethnic backgrounds, one client was from a Black-Carribbean ethnic 
group and I worked with two families from Turkish and Pakistani ethnic groups. The 
main setting in which I worked in was the Community Mental Health Team. I also spent 
half a morning a week at the Prudent & Skinner Family Therapy Service at Springfield 
University Hospital. The main therapeutic model used on this placement was Cognitive 
Behavioural Therapy, although I was able to gain knowledge of Cognitive Analytical 
Therapy and gain experience working using a Systemic model. The psychological 
disorders and interventions that I worked with were CBT for Depression, Panic, 
Obsessive-Compulsive Disorder, Psychosis, Generalised Anxiety Disorder, and Bulimia. 
I worked using a Systemic model with families as part of a reflecting team for Trauma 
and Psychosis. Neuro-psychological assessments were conducted with two clients 
presenting with Korsakoff s syndrome and Frontal Lobe impairment. Experience of group 
work was gained through co-facilitating a service-user group for people with psychosis 
with a Clinical Psychologist and through co-facilitating a group on the in-patient ward at 
Queen Mary’s Hospital, with the Occupational Therapist. Through my involvement in 
the service-user group for people with psychosis I assisted in organising a conference 
‘Bridging the Gap’ held at Springfield University Hospital for service-users and carers. 
Service development work on this placement involved undertaking a Service Related 
Research Project, on the evaluation of a Graduate Primary Care Mental Health Worker 
service. The findings of this research were presented at a local Psychological Therapies 
service meeting and at the University of Surrey Research Conference in January 2009. I 
also provided carers for people with mental health problems a presentation on ‘Talking 
Therapies’. Further training included attendance at the ‘Culture & Psychological 
Therapies’ conference and a ‘Working in a Multi-disciplinary Team’ workshop.
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Children & Families This placement was at a Child and Adolescent Mental Health 
Service, where I worked with children and adolescents aged between 3 and 17, and their 
families. Service-users were from affluent White-British ethnic groups, one client was 
mixed race from an Indonesian and White-British ethnic group and one client was 
Chinese. The main therapeutic model used on placement was an Intergrative model (CBT, 
Systemic and Psychodynamic). The psychological disorders that I worked with were 
Depression, Obbsessive Compulsive Disorder, Panic, Chronic Fatigue, Behavioural 
Difficulties, Autism, and Trichotillomania. I worked with service-users predominantly in 
the out-patient clinic and had an opportunity to do an observation of a child in school and 
spend some time at a Pupil Referral Unit. I attended a fortnightly Psychodynamic 
seminar group for professionals facilitated by the team psychotherapist. I attended one, 
full day training on working with children with mental health problems, which was 
organised and delivered by young people, one day training on ‘Mindfulness’ and one day 
training o n ‘De-medicalising Misery’.
People with Learning Disabilities This placement was at a Joint Community Team for 
People with Learning Disabilities, clients were aged between 19 and 79. Clients were 
from White-British ethnic groups, including one client from a Traveller group. The main 
therapeutic model used on placement was Cognitive Behavioural Therapy. Assessments 
and interventions were carried out around Autism, Depression, Agoraphobia (without 
Panic), Challenging Behaviour, and Anger Management through interviews (staff, clients 
and families), and behavioural monitoring forms. Interventions were delivered directly 
with service-users and a consultation was provided to a residential staff team. Experience 
was gained in the use of a variety of neuro-psychological assessments in working with a 
client with. Work was carried out in residential homes, nursing homes, and team base. 
Experience was gained in contributing to regular review meetings with care providers and 
co-ordinating a Best Interest Meeting. Service development work involved developing a 
symptom monitoring form for staff teams who were caring for people with learning 
disabilities who were on the medication Aricept.
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Older Adults This placement was at an Older People’s Community Mental Health 
Team, I worked with clients aged between 65 and 84. Clients were from diverse cultural 
backgrounds. The main therapeutic model used on placement was an Integrative model 
(CBT and Systemic). Assessments and Interventions were carried out and included the 
use of a variety of neuropsychological assessments for Dementia, Stroke, Depression, and 
Anger Management. I worked with older people in a range of settings, out-patient clinics, 
clients homes. In-patient wards (functional and organic difficulties), and residential 
homes. I was the lead facilitator in planning and delivering a weekly Memory 
Rehabilitation group based on Cognitive Stimulation for people with Dementia. Service 
development work involved reviewing the scoring method the team used to score the 
Hospital Anxiety and Depression Scale and writing a protocol for the evaluation of a 
Cognitive Stimulation group.
Advanced Competencies Placement This placement was at a Family Advice and 
Support Service, which operated at a Tier 2 level Child and Adolescent Mental Health 
Service, for a Local Authority. I worked with children and adolescents aged between 5 
and 16. The main therapeutic models, used on placement were a Consultation, Cognitive 
Behavioural Therapy and Systemic. Assessments and Interventions were provided for 
Depression, Anxiety, Obsessive Compulsive Disorder, Night Waking and Behavioural 
Difficulties. Consultations were provided to professionals working with young people and 
their families for a range of psychological disorders. I worked using a Systemic model as 
part of a family therapy reflecting team one afternoon a week. The multi-agency team 
which I worked within consisted of clinical psychologists, family therapists, social 
workers and educational psychologists. I was also involved in liaising with teachers and 
school SENCO’s. Service Development work involved developing a leaflet and 
promoting the service at a Tamil Health Awareness event, in order to raise mental health 
awareness within the Tamil community and to build links with Tamil community leaders. 
Training was provided to teachers on mental health issues and a presentation was given to 
the team on my Major Research Project. Service development experience was gained 
through attendance at a CAMHS steering group.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology and 
literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analyzing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety o f contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 Applying research findings to clinical practice X
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Qualitative Research Project
Views on Combining Motherhood and Clinical Psychology 
Training: An Interpretative Phenomenological 
Interpretation
Year One
Abstract
The purpose of this study was to explore the views of non-mother, female first year 
clinical psychology trainees regarding motherhood and professional training. Four women 
took part in semi-structured interviews regarding their views. Data was analysed using 
Interpretative Phenomenological Analysis (IPA; Smith & Osborn, 2003). The 
interpretation of the interviews suggested a number of themes regarding held ideals of 
motherhood, the context of prior experience in deciding when to start a family, the 
anticipated consequences of combing motherhood and professional training and the effect 
of the perceived ambiguity of the course teams messages regarding this. Within a local 
application context, these findings highlight a need for clarity of position by the course 
team regarding the combination of motherhood and doctorate training, as well as a review 
of the manner in which such topics are communicated.
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Service Related Research Project
Evaluation o f a Graduate Primary Care Mental Health 
service
June 2008 
Year One
The name of the service and any details that would enable identification of the service has
been removed to ensure anonymity.
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ABSTRACT
Objective: To provide an evaluation of patient profiles and patient flow of patients 
accessing the GPCMHW service. To examine referral thresholds between patients 
referred to level three and level two, of the stepped care model.
Design: Analysis of the GPCMHW database, using descriptive and quantitative analyses.
Setting: The service operates within a primary care service, in one locality of an inner 
city London borough.
Participants: Patients identified by GPs and Psychologists as having common mental 
health problems are referred to the GPCMHW service.
Main Outcome Measures: PHQ-9, CORE-10, GAD-7 clinical outcome measures are 
evaluated. Specific analysis of PHQ-9 scores, are used in quantitative analysis.
Results: 398 patient profiles and their flow through the service were evaluated. There is 
a significant difference between patients PHQ-9 scores between level two and level three 
of the stepped care approach adopted by Graduate Workers.
Conclusions: Results highlight Graduate Workers are working within a stepped care 
approach. This evaluation is a preliminary step in evaluating one model of GPCMHW 
service delivery, in one specific locality. Further investigation of the effectiveness of the 
service delivery model would be useful prior to expansion of the service across the 
borough.
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INTRODUCTION
Primary care plays a fundamental role in caring for people with mental health problems it 
can act as a gatekeeper to specialist and secondary services (SCMH, 2002). A recent 
study revealed the most common mental health problems presented to General 
Practitioners are depression and anxiety (Nixon et al, 2003). The NHS Plan proposed the 
addition of a new Graduate Primary Care Mental Health Worker role^, to primary care 
(DoH, 2001). These workers help GPs manage and treat common mental health problems, 
using brief evidence-based techniques. The National Service Framework for mental 
health states that any service user who contacts their primary care health team with a 
common mental health problem should have their needs identified and assessed and be 
offered effective treatments, including referral to other services (DoH, 1999).
There is a significant gap between the demand for psychological therapy services and the 
available supply of trained therapists (DoH, 2001). The GPCMHW role aims to increase 
the efficiency of provision through the adoption of briefer minimal interventions (Gilbert 
& Russell, 2006). The GPCMHW service adopts a ‘stepped care approach’, where 
treatment is initially provided with low intensity techniques (NICE, 2004). Figure 1, is an 
example of a stepped care model (NICE, 2004). The decision to step up a patient is based 
on a number of variables. This is often dependent on the type of disorder and may 
involve the use of clinical outcomes measures (Bower, 2007).
A specific inner-city Mental Health Trust^ is currently piloting a new triage model of the 
GPCMHW service in one specific locality, before expanding this service across the whole 
borough. The service referral pathway can be viewed in the appendix {Appendix 1). Four 
Graduate Workers have been recruited. The Graduate Workers deliver ‘Level Two’ 
psychological therapies, for mild to moderate depression and anxiety only. The Graduate 
Workers therefore are expected to only work with patients who would not reach the 
referral threshold for most other professionals in the healthcare sector (Jenkins, 2005).
 ^Graduate Primary Care Mental Health Worker has been abbreviated to GPCMHW throughout the report. 
 ^Anonymity o f  the mental health Trust has been preserved for the purposes o f  this study.
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Treatm ent-resistaiit 
récurrent, atypical and  
psychotic depression, and  
those a t significant risk
M edicatron, co n ^ Iex  
psydiological intervenhons, 
combined treatments
Step 4: Mental health  
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crisis teams
Step 3; Primary care team, 
primary care mental health  
worker
Moderate or severe 
depression
M edication, 
psychological inter\rentions, 
social support
WatchfnI waiting, guided self-help, 
compaterised CBT, exercise. Brief 
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primary care m ental health 
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care, crkis teams
Eisk to life, severe 
self-neglect
Medication, 
combined 
treatments, ECT
Step 1: GP, practice nurse Recognition Assessm ent
Figure 1. H ie  step ped  care m od el
The service operates on a stepped care model that provides mental health screening and 
brief evidence-based psychological interventions based on cognitive-behavioural therapy 
techniques. The brief evidence based interventions provided are the ‘Books on 
Prescription scheme (BoP)’, ‘computerised cognitive behavioural therapy (cCBT)’ 
(NICE, 2007), ‘Assisted Self-help (ASH)’ (Williams, 2004), and ‘Psycho-education 
groups’. The number of sessions offered to the patient will depend on the intervention 
used. Patients are offered four sessions for ASH and eight sessions for cCBT, following 
an initial taster session. Patients are seen in GP practices or at a community setting (local 
libraries) on a weekly basis. The GPCMHW service also provides a signposting service 
for patients who do not meet the GPCMHW referral criteria. This is where patients can 
be referred to alternative local services or to other services operating within the stepped 
care model, for patients who do not meet the GPCMHW service criteria. Both GPs and 
Psychologists from across the borough are able to refer directly to the GPCMHW service 
via a referral form (Appendix 2). Following a GP referral, patients are required to call the 
GPCMHW telephone service to opt in for treatment and complete the PHQ-9 (Spitzer et 
al, 1999), GAD-7 (Spitzer et al, 2006) and CORE-10 measures (Connell & Barkham, 
2007). The PHQ-9 score specifically, informs the decision for patients to be screened or 
stepped up. The Graduate Worker then arranges a telephone screening appointment with
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the patient. Together with case management meetings with clinical supervisors and 
screening, Graduate Workers match patients to the suitable entry level on the stepped care 
approach, or offer brief interventions.
The Department of Health has reviewed the organisation and delivery of psychological 
therapies. Among the recommendations is to prioritise the development of primary care 
based psychological therapies for people with common disorders and to coordinate 
provision so that access is equitable, in that service delivery is not restricted by 
extraneous factors such as ethnicity, age, gender and diagnosis (DoH, 2001).
Objectives
This study focuses on the evaluation of a GPCMHW service, which is a recent addition to 
a primary care team. The GPCMHW service currently operates in one locality of an 
inner-city borough. The objectives of the study are as follows:
• To provide an evaluation of the patient flow of referrals through the GPCMHW 
service during the four month period January 2008 to April 2008.
• To examine a significant difference between the referral thresholds (using PHQ-9 
scores) of patients referred to level two and level three of the stepped care model.
The results from this study will be valuable to stakeholders prior to expansion of the 
service out to all localities across the borough.
Service Related Research Project
METHOD
Design
The GPCMHW service evaluation comprises of descriptive and quantitative designs. The 
pre-existing database"  ^ regularly maintained by the Graduate Workers comprises of many 
quantitative variables. Due to the scale of the project only some variables were selected. 
Referrals during the period January 2008 to April 2008 were analysed. An evaluation 
patient profile and patient flow of referrals through the service was examined using 
analysis of descriptive data. The following variables were selected from the database:
Table One: Specific variables that were selected for analvsis
Age
Gender
Ethnicity
Diagnosis
Opted In or Out
Reason for not opting in to the GPCMHW service
GPCMHW specific intervention offered (BoP, cCBT, ASH, Group)
Practice referral code
Pre-clinical outcome scores (PHQ-9, CORE-10, GAD-7)
Outcome-local and specialist service referrals
To examine differences in referral thresholds between level two and level three of the 
stepped care model, a quantitative design is used. The ‘PHQ-9 scores’, are selected as the 
dependent variable. The PHQ-9 is a measure for depression, which scores each of the 9 
DSM-IV criteria as "0" (not at all) to "3" (nearly every day) (Appendix 3). It has been 
validated for use in primary care with high internal validity (Cronbach’s a of 0.89) 
(Spitzer et al, 1999). The independent variable is the ‘Outcome’ variable which consists 
of five variables ‘Step Up to Level 3’, ‘GPCMHW’, ‘Group’, ‘Signposting’, ‘Refer to 
CMHT’.
This database is held at Trust Headquarters
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Participant Selection
Referral into the GPCMHW service is by GP and Psychologist only via a patient referral 
or internal patient referral form, respectively. If the professional identifies a patient 
presenting with a mild to moderate common mental health problem (depression or 
anxiety) the patient is given an information pack which includes the contact details, and 
relevant questionnaires (pre-clinical measures, PHQ-9, GAD-7, CORE-10). Referrals are 
then activated by the GPCMW team only when a patient opts in to the service by ringing 
the relevant telephone number. Following an initial telephone screen by the Graduate 
Worker, patients are matched to the appropriate intervention/service for their presenting 
difficulties.
In total, 343 patients were referred to the GPCMHW service during the four month 
evaluation. The mean age of participants is 37.59 years, standard deviation of 12.95 
years. The total number referred, are 102 male and 241 females.
Procedure
The Graduate Workers regularly maintain the service database, held on an electronic 
database on site at the Trust headquarters. Following the selection of specific variables 
the pre-existing data was transformed into a SPSS version format, to allow for statistical 
and descriptive analysis to take place.
Ethical Concerns
The evaluation can be classified as a Class One investigation as it has minimal ethical 
implications. All data on the electronic database is anonymous, so participants cannot be 
identified. No external ethical approval was needed. Consent to use the database was 
obtained from the GPCMHW Team.
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ANALYSIS & RESULTS
Descriptive analysis was used to evaluate the patient profile of referrals into the 
GPCMHW service. Figure 2 provides a breakdown of the patient profile and flow of 
referrals through the service, during the four month period. A Kruskal-Wallis test was 
performed to examine differences in referral thresholds between outcome services using 
pre-PHQ-9 scores.
Practice Referrals
The data in Figure 2 displays the percentage of referrals per practice. The practice codes 
are anonymous to preserve confidentiality. The chart highlights the disparity in the 
percentage of referrals across referring practices.
Percentage of referrals per practice
1 2 3 4 5 6 7 8
Practice Codes
9 10 11 12 13
Fisure 2: The yercentase o f  referrals per yractice 
Diagnosis
The data in Figure 3 shows the percentage of diagnoses seen in the through put of 
referrals. The chart shows that depression and anxiety are the highest percentage of 
diagnoses seen.
91
Service Related Research Project
P ercent
45.0
40.0
35.0
30.0
25.0
20.0
15.0
10.0 
5.0 
0.0
Diagnosis
!
1
1
4
-4.'
•’ 1
j & i
Dep Anx MixAnx& OCD PTSD 
Dep
E.D No No MH Stress Missing 
Diagnosis issues
Fisure 3: Percenta2e o f dia2nosis
Opting Out
The Graduate Workers contacted patients who did not opt in for the GPCMHW service, 
by telephone. Table 1, provides a summary of the reasons for not opting in.
Table 1 : Reasons for not opting in to the GPCMHW service
Reason for not opting in
Did not find time to call the GPCMHW service
The issue had resolved itself
Percentage of patients
17.4
10.9
Did not know how to opt-in (did not receive pack from GP) 8.7 
Other reasons 8
Apprehensive about psychological therapies 
Lost the GPCMHW Pack given by GP 
Did not know how to opt-in (did receive pack from GP)
GP’s idea-did not need the support.
Medical reason
Graduate Workers were unable to contact the patient^
4.3 
2.9 
2.2
1.4 
0.7 
43.5
The Graduate Workers contacted patients once only.
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Referral Threshold
The data was first screened. The percentage of missing data was 19% it was therefore - 
decided to delete these cases. No outliers were observed. The data did not meet the 
criteria for normal distribution as Kolmogorov-Smimov and Shapiro-Wilks both revealed 
significance (p<0.05). To allow for violations of normality and because the data is of 
ordinal measurement, a non-parametric equivalent of the ANOVA, the Kruskal-Wallis 
test, was used.
Analysis of the Kruskal-Wallis test revealed that for the PHQ-9 score there was a 
significant effect of Outcome condition = 43.37, df=4, p<0.0005). Output can be 
viewed in Appendix 4.
Pair-wise comparison using the Mann-Whitney statistical test revealed a significant 
difference between PHQ-9 scores of patients that are stepped up to level three and those 
patients that are referred to the GPCMHW team (U= 957.500, N1 214, N2 236, p<0.025). 
Output can be viewed in Appendix 5.
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GPCMHW activate screening
Mean waiting time = 3.78 days to be 
screened
Patient Phones to activate referral
Opt In/phoned in = 56%
Not Opt in/did not phone in = 43%
Self Help Options 
Offered
Books on Prescription = 0 
Group = 11 
Computerized CBT = 15 
Assisted Self Help = 29 Stepped Up to Level 3 =  4 0 .5%  
Refer to CMHT = 1 .5 %  
Already with CMHT = 0.3%
Did not opt in = 31.8% 
Dropped out = 4.8%  
Inappropriate referral = 3.5%
Referral Outcome
GPCMHW service = 9% 
Group = 2.3% 
Signpost = 5.5%
Mean referrals per month = 9 9 .5  
Females = 6 8 .8%  Male = 31 .2%  
Mean age = 3 7 .6 3  s.d, 1 2 .8 7  
White (British, Irish, White Other)=73.6%  
Black (African, Caribbean, Black other)=5.8%  
Asian (Indian, Pakistani, Bangladeshi, Asian 
other)=5.3%
Other (inc.mixed ethnicity) =  7 .5%
Not Stated = 7.8%
GP referrals between Jan 2008-April 
2008 (n= 398)
Fisure 4: Diasram o f patient vrofile and patient flow through the GPCMHW service
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DISCUSSION
GPCMHW services are new additions to the primary care team across some NHS Trusts. 
This study aimed to provide an evaluation of patient’s profiles and patient flow of 
referrals in one particular GPCMHW service. Analysis of the descriptive data, revealed 
several findings that provide an insight into patient profiles and referral pathways of those 
accessing the GPCMHW service. The GPCMHW service operates within a stepped care 
model and this study confirms differences in the referral thresholds between level two and 
level three services.
The patients accessing the service were more often females, had a mean age of 37.63 
years s.d 12.86, and of white ethnicity. Similar findings were reported in an earlier study 
by Gilbert and Russell (2006) who evaluated another GPCMHW service. The context of 
the service in the current study operates within a diverse multicultural population, 18.6% 
of the patients accessing the service stated they were from non-white ethnic groups. This 
is particularly low considering the service operates within an inner-city London borough. 
Although it is difficult to assess how low without comparisons to demographic data.
The mean number of referrals to the GPCMHW service is 99.6 referrals per month. The 
results revealed there is a high discrepancy between referring practices, where some 
practices had referred up to 27.9% of patients and others 0.3%. One explanation for this 
could be the complexity involved in the identification of patients with mental health 
problems. This can include the consulting technique of the GP and the age and sex of 
both the patient and the GP (SCMH, 2002).
One of the initial objectives for setting up the GPCMHW service was to reduce waiting 
times for psychological services (DoH, 1999). This study shows that patients who had 
opted in for the GPCMHW service are waiting an average of 3.78 days to be contacted by 
a member of the GPCMHW service. A comparison of this waiting time to previous 
waiting times for psychological services was not carried out.
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The number of patients who had opted into treatment was 56% versus 43% who did not 
opt in. On contacting patients who did not opt in (n=140), a further 78 opted in whereas 
62 did not. Graduate Workers contacted patients once due to work demands, 43.5% 
could not be contacted. Of the patients who could be contacted, the highest proportion 
stated that they did not find time to call the team (17.45%), which makes us question the 
patients’ motivation. Many patients also felt that the issue had resolved itself (10.9%). 
This was interesting as the data examining rates of diagnoses, showed that 13.6% of 
patients had no mental health problem. This raises the question whether some patients 
reach the referral threshold of the GPCMHW service at all, and these patients may be 
more suitable for level one services (NICE, 1999).
The results from this study provide evidence that depression and anxiety are the main 
problems referred to the GPCMHW service (40.5% and 19.6% respectively). The mean 
PHQ-9 score for patients referred to the GPCMHW service was 11.31. This score lies 
within the moderate range and shows that Graduate Workers are seeing patients at the 
expected level of severity. In the current GPCMHW service the scores on the PHQ-9 are 
used as cut off points where any patients who have scores of above 17 are automatically 
stepped up to level 3. In addition to these scores, the CORE-10 and GAD-7 scores are 
collected but are not objectively used to determine cut off points. The mean CORE-10 
scores for patients referred to the GPCMHW service is 27.58 which lies within the severe 
range. This disparity highlights the importance for Graduate Workers to consider a 
holistic approach, where subjective data from screening and all clinical measures are 
discussed before consideration of stepping up to the next level.
Of the total 398 referrals to the GPCMHW service over the four month period, only 36 
patients were referred for self-help interventions. For the services provided by Graduate 
Workers no patients were referred to the books on prescription scheme, eleven patients 
were referred to the group, fifteen patients were referred to cCBT, and twenty-nine 
patients were referred for ASH. This calls out for continuous evaluation of these 
interventions, to ensure that resources are funded according to the population need.
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Service user feedback would provide a valuable contribution to the evaluation, which this 
study has not covered.
Further analysis of the diagnoses revealed that there were few referrals for other problems 
such as OCD, eating disorders and PTSD, and these patients were appropriately stepped 
up. Statistical analysis, using Kruskal-Wallis and Pairwise comparisons revealed that 
there is a significant difference in PHQ-9 scores between GPCMHW service referrals and 
patients who are stepped up (mean PHQ-9 scores of 11.64 and 18.34 respectively). This 
supports the expectation that GPCMHW service follow a ‘stepped care approach’ (NICE, 
2004). In addition, the percentage of the total referrals that have been stepped up is 
40.5%, and 9% remaining at the level of the GPCMHW service. The study limits its 
findings to patients who are being stepped up and neglects the fact that referrals can also 
been stepped down.
A comprehensive description of patient profiles and patient flow of referrals of those 
accessing the GPCMHW service has been reported. Although Gilbert & Russell (2006) 
have allowed some opportunity for comparison with another GPCMHW service, 
GPCMHW services vary in the way they deliver their services. The results are therefore 
suited for local consumption.
Only a selection of variables, were used in the descriptive analysis and therefore provides 
a window of opportunity for further analyses to take place that would be valuable to 
evaluating the GPCMHW service. The study highlights that a high proportion of patients 
are being stepped up, because they do not fit the GPCMHW criteria. A suggestion for 
future planning of GPCMHW service is to consider the expansion of open the referral 
criteria to treat milder forms of other disorders.
Conclusion
The results from this study, hope to inform local stakeholders invested in the GPCMHW 
service of the patient profiles and patient flow through the referral pathway, in its first six
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months. It also highlights that Graduate Workers are working within a stepped care 
approach. It is important to emphasize that this evaluation is a preliminary step in 
evaluating one model of GPCMHW service delivery, in one specific locality. Further 
investigation of the effectiveness of the service delivery model would be useful prior to 
expansion of the service across the borough.
Final Note
A presentation of the findings of this research will be presented on Tuesday 16* 
September 2008. Present at the meeting will be key stakeholders involved in the 
organization and implementation of the GPCMHW service. This has been agreed by my 
Field Supervisor.
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Appendix One: Service Referral Pathway
& gives Information pack to patient Including
watchfijl
waiting,
medication
etc
Intensive group 
CBTfor
depréssion/anxlety
QPTP's
cCBT
GPCMHWs
Patient phones to 
activate referral.
Guided Self Help 
(BoPÜntemet)
GPCMHWs
Managing mood 
Group 
Trainccs/QP 
GPCMHWs
Mild/moderate 
anxiety or depression
Self Confidence 
Group 
Trainees/QP 
GPCMHWs
Anxiety Management 
Group:
trainees/GPCMHW s/QP
Moderate/severe anxiety 
or depression
I f  no contact 
recorded by 
central referai 
office after 2 
weeks, inform 
and refer back
Quick reqx>nse by 
GPCMHWs to activate 
screening/arrange appt for 
SCREENING
Individual brief CBT 
based counselling via 
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Clinical/Counselling
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CBT Acranists
Individual psychological ftier^y -  
CBT/IPT/Pynamic 
Qualified Psy Therapy 
Practitioners (QPTPs)
Other services needed
-Moderate/severe PD (SUN)
> -Crisis Team (active suicide 
plans)
-Psychotic, bipolar w  dironic 
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-No mental disorder 0>irectoiy 
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For people with mild/moderate recurrent, treatment unresponsive 
depression or anxiety disorders, self help support, social inclusion 
programmes, co-creating health initiative and MH resourcc/well-being 
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101
Service Related Research Project
Appendix Two: Referral Form
GP Name and Address of surgery:.........................................
Patient Name:   Date of Birth:
Address:........................................................... Post Code:..,
Telephone number:...........................................
(Can the patient be contacted directly on this number?)
Date of referral:...... /.......... / ............... Given information & opt in form to patient? YES NO
(please circle)
Current Medication:...........................................................................................................
Ethnicity (please circle) j^ an  Black Mixed White Other
(Please drde)
Past history of psychiatric admission? YES NO
Mental health problems ofmore than two years duration? YES NO
Current involvement with Social Services? YES NO
Patient Score of, PHQ 9 Duration of present difficulties........................................
Please highlight any specific areas of concern and/of risk regarding this patient in order to help 
the PTiPC thet^ist......................................................................................................
Information regarding patient’s problem(s):
.(please continue over i f  necessary)
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Appendix Three: PHO-9
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Appendix Four: Output for Kruskal-Wallis Test
Descriptive Statistics
N Mean Std. Deviation Minimum Maximum
PrePHQ9 214 16.5047 6.09067 1.00 27.00
Outcome 236 1.6059 1.10386 1.00 7.00
Kruskal-Wallis Test
Ranks
Outcome N Mean Rank
PrePHQ9 StepUpLS 146 126.05
Gradteam 34 59.71
Signpost 19 70.87
Refer CMHT 6 66.17
Group 9 92.06
Total 214
Test Statistics*'**
PrePHQ9
Chi-Square
df
Asymp. Sig.
43.372
4
.000
a. Kruskal Wallis Test
b. Grouping Variable: Outcome
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Appendix Five: Output for Pairwise Comparisons
Descriptive Statistics
N Mean Std. Deviation Minimum Maximum
PrePHQ9 214 16.5047 6.09067 1.00 27.00
Outcome 236 1.6059 1.10386 1.00 7.00
Mann-Whitney Test
Ranks
Outcome N Mean Rank Sum of Ranks
PrePHQ9 StepUpL3 146 100.94 14737.50
Gradteam 34 45.66 1552.50
Total 180
Test Statistics*
PrePHQ9
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2-tailed)
957.500
1552.500
-5.580
.000
a. Grouping Variable: Outcome
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Appendix Six: Evidence of Feedback to Service
RE: Evidence of SRRP presentation for portfolio 
Vidalaki VN Dr (Psychology)
You replied on 11/07/2010 20:13.
Sent: l l J u l y 2010 18:55
To: Bains A Mrs (PG/R - Psychology)
Hi Amar
I can confirm that you have presented the findings to the team (xxxxxxxxxxxxxxxxx). The team was 
impressed with your professionalism and the presentation was good and relevant to the Service.
Good luck with the submission of your portfolio and thank you for the project
BW
V
Dr Vicky Vidalaki 
Consultant Clinical Psychologist
Joint Clinical Lead, xxxxxxxxxxxxxxx and xxxxxxxxx Service 
Programme Director, PgDipPsychological Interventions, University o f Surrey
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ABSTRACT
Objectives: There are no previous studies that have examined cultural differences 
between South Asian and white British groups, in understanding the effects on 
psychological health brought about by emotion control. The aims of the present study 
were firstly, to examine whether there were differences between South Asian and white 
British ethnic groups in the use of two forms of emotion control (emotion inhibition and 
emotion rumination), and in reported levels of psychological distress. Secondly, the 
study aimed to examine if there was a relationship between socio-demographie factors 
(gender, acculturation, and generational differences) on the use of emotion control. 
Thirdly, the study aimed to examine whether emotion rumination mediated the 
relationship between emotion inhibition and psyehological distress.
Design: A cross-cultural, within and between subjects design was used.
Participants: South Asian and white British ethnic participants were recruited from a 
non-clinieal population.
Measures: Inhibition-Rumination Seale (I-RS), GHQ-30, and Acculturation Scale.
Results: A range of quantitative statistical analyses revealed a signifieant difference 
between South Asian and white British participants, in scores for GHQ-30. South Asian 
males significantly differed from South Asian females on seores of emotional inhibition. 
Scores of emotional rumination were found to mediate, the relationship between scores of 
emotional inhibition and GHQ-30. No significant differences were found between South 
Asian and white British groups on scores of emotional inhibition.
Conclusions: Further cross-cultural studies of emotional control and it’s implications for 
health is considered a fertile area of exploration.
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1.0 INTRODUCTION
Despite the implementation of a five year action plan, that aimed to provide better access 
and experience of mental health care for people from black and minority ethnic (BME) 
groups in the UK, clinical psychology services which provide a service to diverse ethnic 
populations, have been criticized for failing to provide appropriate services for people 
from BME groups (DoH, 2005; Patel, 2000). The health literature has recently focused its 
attention on the inadequate service provision to BME individuals, in partieular reduced 
aecess to psychologieal therapies (DoH, 2003; DoH, 2004). Services provided by clinieal 
psychologists have acknowledged an under-representation of service-users from BME 
groups (DoH, 2008). The present study examines the cognitive processes that individuals 
from different ethnic groups use to control their emotions in response to negative 
emotional experiences.
The total population of Britain is estimated to be over 54.9 million, and of this over three 
million people are from BME groups (Census, 2001). More specifieally people of South 
Asian^ origin make up nearly half of this group (Census, 2001). South Asian communities 
consist of four main groups these are Indian (1.8 percent), Pakistani (1.3 percent), 
Bangladeshi (0.5 percent), and other Asian groups (0.4 percent), (Census, 2001). 
Although these groups share a similar culture^, it is important to recognise that there is 
heterogeneity within these groups in relation to language, dialect, religion and social class 
(SEU, 2000). The present study will focus on white British and South Asian ethnic 
groups. These are two of the largest ethnic groups in Britain (Census, 2001). Previous 
research has shown that these two groups may have different views about the expression 
of, and response to negative emotional experiences which will now be considered in 
further detail.
 ^The term ‘South Asian’ refers to people originating mainly from the Indian subcontinent, India, Pakistan, 
Bangladesh, and Sri Lanka. These countries have been found to self-select the description ‘South Asian’ 
(Shankar, 2009).
’ Culture is defined in this study as ‘shared characteristics o f  any group or society such as language, social 
roles, dress code, beliefs, family patterns, child-rearing practices etc that are passed on across generations’ 
(Shankar, 2009, pp.228).
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1.1 Cultural Differences in response to Emotional Problems
According to Fumham and Malik (1994) the under-utilisation of mental health services 
by BME groups is ingrained in the way that specific cultures view mental illness. People 
from White British ethnic groups are more likely to access psychological therapies than 
people from South Asian ethnic groups, as they have been found to make more attempts 
to try and cope actively with their emotional problems, such as seeking professional 
support (Belippa, 1991). Individuals from white British ethnic groups may be influenced 
by a western world-view in which emotional problems, such as a bereavement or loss of a 
job are focused on the individual, free from religious, ethical and spiritual aspects of the 
culture in which the individual is based (Rack, 1982). In contrast, people from South 
Asian ethnic groups may be influenced with an eastern world-view in which adversities 
are considered a part of life, for example, how Muslims will derive comfort from the 
‘Will of Allah’ and Hindus in their belief in Karma, where an emotional problem may be 
considered a punishment for actions in their previous life (Rack, 1982). This could 
explain why in some studies individuals from South Asian groups, have been found to 
cope with emotional problems alone, making them less likely to utilize psychological 
therapies, or to seek support from professionals (Belippa, 1991; Hussain et a l, 1997, 
Karasz, 2005; Rack, 1982). Figure 1 is a case example^ used to illustrate this point:
Case Example One
Mr Patel’s retail business had recently been subject to financial difficulties. He was 
reluctant to tell his close family and friends in his community about his situation 
because he thought that he would be viewed as a failure. Mr Patel accepted these 
financial difficulties as the will of God and did not think that other services would 
be able to help him. Thinking about his problem in this way gave it purpose and 
meaning that allowed him to remain psychologically strong in front of others, and to 
cope better with his situation.
Fisure 1: Case example o f  an eastern cultural resvonse to an emotional problem
This example is fictitious and is based on the authors experience working in a South Asian community.
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Some explanations for why individuals from South Asian groups are less likely to accept 
support from others in response in emotional difficulties is provided by Markus and 
Kitayama (1991) who distinguished between eastern and western cultures in terms of 
‘self-focused’ and ‘other-focused’ emotions. They proposed that in collectivist cultures 
individuals engage with more ‘other-focused’ emotions, where the expression of 
emotions is organised by what is appropriate in their social contexts. An example is in the 
above case example where Mr Patel’s inhibits his expression of feeling of shame and 
failure with regard to his financial difficulties to others, because he fears being viewed 
negatively by others in his social community. This view is supported by Mesquita (2001) 
who identified that people from collectivist cultures disclose emotions linked to how their 
emotions will reflect how they are perceived by others, where as people from 
individualistic cultures disclose emotions in how they reflect on the self
Specific to South Asian groups, studies have revealed that some individuals are hesitant 
about disclosing emotional problems, in order to protect family honour (Gilbert et ah, 
2004). This is to the extent that in South Asian languages there are words known as 
‘izzaf and ‘sharam’ that are used to describe when personal shame and reputation are 
threatened in families. (Gilbert et ah, 2004). Figure 2 is a case study^ that provides an 
example of the importance of protecting family honor in South Asian communities:
Case Example Two
Kiran was an eighteen year old Indian girl who lived at home with her family. She 
became pregnant outside of marriage, which was considered a strong violation of 
her Indian cultural values. Kiran was unable to seek help from others because she 
knew that sharing her problem with others would mean that her families ‘izzaf 
would be compromised within their community.
Fi2ure 2: Case examvle o f  the importance o f  family honor in BME communities
 ^This example is fictitious and is based on the authors experience working with service-users from South 
Asian ethnic groups.
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1.2 Interventions used by South Asian Ethnie Groups to Manage Emotional 
Problems
A study by Belippa (1991) revealed that of the South Asian participants who were 
identified as depressed, 45 percent used prayer, 36 percent used internal mechanisms 
(such as crying), 13 percent talked to family and 3 percent sought support from statutory 
services, to cope with their depression. A study by Lawrence et al. (2006) provides some 
information about strategies used specifically by older adults from BME groups, who 
were depressed (treated and untreated) and non-depressed older participants. The results 
showed that older adult participants from South Asian ethnic groups used cognitive 
strategies such as avoidance and distraction to help adjust their outlook on life. A South 
Asian participant in the study commented on how this involved “actively putting negative 
thoughts and worries from your mind” (Lawrence et ah, 2006, pp. 1378). The results 
highlighted that the South Asian group preferred using behavioural strategies such as 
going out of the house, family trips, spending time with their grandchildren, and going to 
the temple, in order to cope with their depression, over psychotherapeutic techniques. In 
addition, some studies have revealed that although South Asian people value their 
families for social support in coping with their depression, “close-knit” communities can 
create social isolation (Qureshi et al., 2000).
Psychological therapies are considered more of a western approach to resolving negative 
emotional experiences (McGoldrick et al, 2005). People from South Asian ethnic groups 
are often unfamiliar about the processes involved in psychological therapies and 
professional support available to them (Lawrence et a l, 2006; Qureshi et a l, 2000). This 
is shown in a group of South Asian older adults, who reported that they were unclear 
about the role of counsellors and would consider it strange to discuss their emotional 
experiences with someone unfamiliar to them. It is important to note that other 
individuals regardless of ethnicity may view psychological therapies and counsellors in a 
similar way. These older adults did however anticipate that a counsellor would be easier 
to talk about their emotional experiences, than a General Practitioner (GP) who held a 
position of authority (Lawrence et al, 2006).
113
Major Research Project
It is generally accepted that an initial response to a negative emotional experience for 
many individuals, is to seek support from families and friends. However Qureshi et al. 
(2000) found that people from South Asian ethnic groups attempt to resolve negative 
emotional experiences alone to a greater extent than people from other ethnic groups. 
Individuals report the usefulness of discussing their emotional experiences with other 
people, because other people help to provide solutions for a problem (Kelly & McKillop,
1996). Pennebaker (1997) refers to this process as finding “meaning” and “assimilation”. 
He believed that “through the use of language people are able to translate their emotional 
experiences into words, which then enables’ them to gain some kind of structure to those 
experiences” (Pennebaker, 1997, pp.5). Similarly, an improvement in psychological 
health has been reported by individuals who have accessed support for their emotional 
problems through a therapist, irrespective of the theoretical orientation they received 
(Pennebaker, 1997).
The cultural differences between South-Asian and white British ethnic groups, in terms of 
the way in which negative emotional experiences are viewed, and the interventions that 
are used by these groups to manage these difficulties have been outlined. This review 
now considers the cognitive processes that are used in response to controlling emotions 
that are associated with negative emotional experiences.
1.3 Emotion Control
Emotion control is a construct that was first defined by Roger and Nesshoever (1987) as 
“the tendency to inhibit the expression of emotional responses” (Roger & Nesshoever, 
1987, pp.527). There are many ways of managing emotions that arise from negative 
experiences, emotion inhibition and emotion rumination are considered two maladaptive 
forms of emotion control that will be focused on in the present study (Roger et al, 1989).
1.3.1 Emotional Inhibition
The term ‘Emotional Inhibition’ has been defined in many different ways across the 
psychological literature. As there is not a single paradigm or shared general theory about
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inhibition, it is important to clarify how it is to be defined in this research study in order 
to make sense of the proceeding literature (Traue & Deighton, 1999).
In the field of psychoanalysis the term ‘emotional inhibition’ has been associated with 
psychodynamic processes such as “emotional avoidance”, “dissociation” and 
“repression”, these are unconscious processes. Individuals unconsciously use these 
processes in an attempt to distance themselves from painful emotional experiences 
(Coggins & Fox, 2009, pp.56; Power & Dalgleish, 1997). Conversely, this study focuses 
on the conscious attempts that individuals use in order to control their emotional 
experiences, in other words ‘bottling up’ their emotional experiences to prevent them 
from being revealed to others (Power & Dagleish, 1997; Roger et a l, 2001). This may 
involve an individual consciously hiding their problems and negative feelings from 
others. Roger et a l (1989) consider emotional inhibition as a maladaptive response to 
emotion control as it prevents the processing of distressing thoughts and feelings which 
are imperative for an individual to understand and make sense of their negative 
experiences (Pennebaker, 1997).
McConathae et a l (1994) distinguish between primary and secondary emotions. Primary 
emotions, such as anger and fear are physiologically based and are presented in similar 
ways across cultures. Where as, secondary emotions such as pride, guilt, and shame are 
developed through an individual’s socio-cultural environment. This study is interested in 
the expression of these secondary emotions, as their expression is often determined by 
one’s culture (McConathae et al, 1994). Whilst the authors recognise that emotional 
inhibition can include physiological, social-behavioural and cognitive processes (Traue & 
Deighton, 1999), this study focuses primarily on the cognitive and cultural processes of 
emotional inhibition.
1.3.2 The Implications for Emotional Inhibition on Service Provision
Emotion inhibition could have potential consequences in the context of mental health 
service use for patients. Patients from South Asian groups are in fact least likely to be
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given a mental health diagnosis by their GPs (Bhui et a l, 2003). This results in lower 
uptake of psychiatric and psychological services (Commander et a l, 2004). 
Psychological services are often accessed by people from South Asian groups when 
difficulties have reached a point of crisis (Fernando, 1996). Findings indicating an 
increased suicide rate among older South Asian women in the UK highlight the need for 
more early intervention and prevention of emotional difficulties (Bhui et a l, 2008). 
However, research has shown that patients from South Asian groups have higher rates of 
consultations with their GPs compared to patients from white British groups (Commander 
et a l, 2004). These consultations with health professionals have been highlighted as a 
barrier for patients from South Asian groups in accessing mental health services. One 
explanation for this has come from a study of consultations with patients from BME 
groups, which revealed that there are higher rates of consultations for somatic symptoms 
than for common mental health problems (Chamerlain, 2003). Chamerlain (2003) 
suggested that this is because BME groups report somatic symptoms as a way of referring 
to psychological stress in a person’s life, and that it is easier for patients from South 
Asian groups to communicate their psychological distress in a somatic way instead of 
talking directly about their emotional problems with health professionals (Bhui et al,
2003). This is supported by Fernando (1996) who explains that the way in which people 
report their psychological symptoms is grounded culturally.
Another way, in which emotional inhibition can have implications for health service 
provision, is the way in which emotional problems are perceived among patient groups. 
Research has shown that some individuals from South Asian groups do not perceive 
common mental health problems such as depression and anxiety as pathological and 
medical disorders that need attention as they are in other cultures, particularly when 
external factors are involved in the problem (Angermeyer et al, 1999; Beliappa, 1991; 
Commander et al, 2004). Hussain and Cochrane (2004) further support this explanation, 
by highlighting that the word “depression” does not have a direct translation in some 
South Asian languages. Jacobs et a l (1998) who studied an Indian migrant population 
found that of all patients who had met the criteria for a psychiatric case in their study.
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only half reported their concerns to their GP, which means that half would not have been 
identified as having a mental health problem and would not have been referred for 
appropriate treatment.
To increase the detection of mental health problems in BME groups in consultations, 
Robinson et a l (1999) focused on improving the interviewing skills of GPs. Results 
revealed that GPs who enquired further about somatic complaints, enabled the majority of 
patients who were emotionally distressed, to disclose their problems. Hussain et a l 
(1997) also found that found that South Asian people will talk about their emotional 
difficulties with GPs if they are given the opportunity to do so. South Asian people have 
in fact reported that emotional problems such as family breakdown and stress is common 
in their communities but that professionals and the wider public do not recognise this 
(Qureshi et al, 2000). This has been supported by the Department of Health (2003), who 
criticised health professionals for sticking too rigidly to diagnostic systems which are 
formed from western ideology in communities where it conflicts with the cultural or 
religious norms of an individuals BME group. This prevents the detection of mental 
health problems in patients, such as those from South Asian ethnic groups who do not 
hold a similarly medical model view of psychiatric illness (Comino et al, 2001; Jacobs et 
al, 1998). An example is of community mental health services that operate in East 
London being underpinned by a western world-view of mental illness and a medical 
model of psychiatry, but where the patients themselves report living within a world view 
and belief system that is almost opposite to that (DoH, 2003).
1.3.3 Socio-demographic factors and Emotional Inhibition
It is important to note that research often characterises cultural groups into collectivist 
and individualistic groups however not all individuals in a cultural group engage in the 
same ideas (Markus & Kitmayer, 1991). The impact of accul tura t ionupon an 
individuals’, beliefs about emotional inhibition, is a neglected of research. Research on 
South Asian groups specifically, fail to distinguish between first generation South
Acculturation is defined as “a culture change that results from continuous, first hand contact between two 
distinct cultural groups” (Berry, 1994, pp. 129, as cited in Shafran et al., 2004).
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Asians^ ^  and second generation South Asians’ Considering there are now three 
generations of South Asian groups living in the UK, the importance of distinguishing 
between these groups is essential. A study by Liem et al. (2000) have provided some 
indication that first generation Asian-Americans are more assimilated to the American 
culture, evident through the use of more ‘self-focused’ emotions and those that were less 
assimilated with their American culture showed higher levels of guarded self-disclosure, 
evident through the display of more ‘other-focused’ emotions. Robinson (2005) studied 
differences between first and second generation South Asian’s in seeking support for 
emotional problems. They found that extended family support was more important for 
first generation South Asians, where as second generation South Asians placed more 
importance on immediate family rather than the extended family. Coggins and Fox 
(2009) reported how family patterns can influence emotional inhibition through their 
study, where the majority of participants who inhibited their emotions reported growing 
up with a parent whom they felt inhibited their emotions. There have been mixed results 
about the impact of acculturation upon emotional inhibition, as Bhui et al. (2001) found 
that within a South Asian ethnic group of Punjabi participants, depression was not 
associated with acculturation or the length of stay in the UK. Further investigation of the 
relationship between acculturation and emotional inhibition is needed.
Gender differences may also exist within collectivist and individualistic groups, as men 
have been shown to be more emotionally inhibited than women. In contrast, women have 
been found to be more likely to disclose their negative emotional experiences, and it is 
believed that this is because they prefer talking about their feelings (Thayer et a l, 2003, 
Barrett, et al., 2000; Watson & S inha, 2008). This gender difference has been investigated 
to a lesser extent in South Asian populations. Brehm (1992) believes that the 
enculturation process has made it more acceptable for men to express their negative 
emotions, such as anger and frustration, suggesting that there may no longer be 
differences between males and females in emotional inhibition (as cited in McConatha et
* * This group refers to migrants whose country o f  origin is not the UK but who have migrated to the UK  
from the Indian subcontinent.
This group refers to children o f  first generation South Asians bom in the UK.
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al, 1994). There is a dearth of research that examines gender differences in the inhibition 
of emotions between South Asian males and females. This would be a useful area to 
explore further.
The research presented in this section has provided information about emotional 
inhibition and has considered some of the impacts of inhibiting emotions for service 
provision. This review will now explore the second form of emotion control, emotional 
rumination (Roger & Najarian, 1989).
1.3.4 Emotional Rumination
Rumination has been defined in multiple ways across the psychological literature. This 
study focuses on a form of emotion control defined by Roger & Najarian (1989) as 
‘emotional rumination’. Like emotional inhibition, emotional rumination is also 
considered a maladaptive form of emotional control (Roger & Najarian, 1989). Roger & 
Najarian (1989) refer to emotional rumination in a general sense which involves recurrent 
thinking about past or future events that may involve feelings of dissatisfaction with 
interpersonal encounters and conflict arising from them. This is a similar form of 
rumination defined by Nolen-Hoeksema (1991) as “thoughts and behaviours that 
repetitively focus an individual’s attention on his or her negative feelings, and the nature 
and implications of these feelings (including the causes, meanings, and consequences of 
the feeling) (cited in Shafran et a l, 2004, pp. 196). More extreme real-life clinical 
examples of rumination are experienced through intense, involuntary and recurrent 
cognitions in the form of intrusive recollections, memory flashbacks or disturbing dreams 
following traumatic life events. Rumination is considered a common symptom in a range 
of psychological disorders, where an individual engages in recurrent negative thinking 
about past events, current difficulties and future problems (Shafran et a l, 2004). 
According to Pennebaker (1997) emotional rumination is an unhelpful form of emotional 
control that prevents the “assimilation” and “comprehension” of negative events into 
one’s schema.
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It is important to recognise that not all types of rumination are considered maladaptive. 
Ward et a l (2003) distinguished between two types of rumination. The first is an 
unhelpful form of rumination referred to as “brooding”, where an individual may think in 
an anxious or gloomy way about events resulting in an increase in psychopathology. The 
second is a helpful form of rumination referred to as “reflection” this is where an 
individual will engage in effort to overcome their negative experiences. Papageorgiou & 
Wells (2001) also regard rumination as a helpful strategy that is used by individuals to 
help understand, and find solutions to their emotional problems (Papageorgiou & Wells, 
2001). According to Shafran et a l  (2004), it is the beliefs that an individual holds about 
whether rumination is helpful or not in resolving an emotional problem that determines its 
use.
Although there is research on the level of emotional rumination in ethnic groups, there are 
no published studies examining whether there are differences in levels of emotional 
rumination between ethnic groups. Given that emotional rumination can be used in a 
helpful way to alleviate psychological distress, and that people from South Asian groups 
are less likely to access psychological therapies (DoH, 2004), people from South Asian 
groups may find emotional rumination a helpful form of emotion control to manage their 
negative emotional experiences instead of actively seeking professional help. This has 
been supported to some extent in a study by Suchday & Larkin (2004) where participants 
from Indian ethnic groups were found to adopt more introspective strategies to deal with 
strong emotions such as anger, compared to people from white British groups.
Research has also shown that in all age groups there is an increased use of ruminative 
coping in females than males (Leach et al, 2008; Mcbride & Bagby, 2006; Nolen- 
Hoeksema & Girgus, 1994; Thayer et al, 2003). It is thought that this difference is 
because women are more likely to respond to depressed mood than men, where men will 
try and distract themselves from it (Nolen-Hoeksema, et al, 1999). This could explain 
why women report higher levels of depression and anxiety than men (McBride & Bagby, 
2006; Nolen-Hokesma, 1990). However, men were found to ruminate more than women
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over emotionally upsetting events in some studies (McConatha et a l, 1994). This 
inconsistency warrants further exploration of gender differences in emotional rumination.
As highlighted earlier in this report there is no single paradigm or theory for emotional 
inhibition. The proceeding section focuses on the theoretical models based on an 
examination of the relationship between intrusive thoughts and thought suppression. 
Given the similar properties between thought suppression and emotional inhibition, and 
intrusive thoughts and emotional rumination, these models can be drawn upon to further 
the understanding of the relationship between these constructs.
1.4 The Cognitive Processes involved in Thought Suppression
Previous research studies that have examined cognitive processes similar to that of 
emotional inhibition in response to negative emotional problems will now be reviewed 
(Major & Gramzow, 1999; Lane & Wegner, 1995). An extract from a participant in a 
study by Coggins & Fox (2009) is used to illustrate a real-life example of the way in 
which, emotions that participants attempt to inhibit, are more likely to remain in 
consciousness and build and intensify as undesirable ruminative thoughts (Coggins & 
Fox, 2009; Pennebaker, 1997).
Interviewer: so you didn Y really talk to anyone about how you were feeling? ’
Participant: ‘Yeah, I  didn’t talk to anyone and that really didn Y help, that was really had, 
so I  didn Y cope with it very well, and that. . .  I f  you get fearful, or have fear and then get 
. . . have sadness. . . . fo r  a long time and you don Y ummm keep it in check or see anyone 
or talk to anyone then obviously that can multiply, and then you might get depressed, 
which I  did, and. . .  then. ..  I  realised I  had to talk about it to somebody. ’
(Coggins & Fox, 2009, pp. 15)
The above extract illustrates how the process of inhibiting one’s negative emotional 
feelings is a complex one that can have further psychological consequences. A pre­
occupation model of secrecy, proposed by Lane and Wegner (1995) provides some
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insight into the process of this relationship, when participants were asked to keep a secret 
from others. According to Lane and Wegner (1995), keeping our thoughts to ourselves 
requires cognitive effort. They proposed that keeping a secret can set off a series of 
cognitive processes that result in an obsessive pre-occupation of the very secret that one is 
attempting to conceal. This pre-occupation model of secrecy is illustrated in Figure Three. 
The series of cognitive processes involved in keeping a secret begin with; (a) secrecy 
causes an individual to use thought suppression as a strategy to prevent a secret from 
being revealed, (b) thought suppression causes thought intrusion. This mechanism was 
first described by Wegner et al. (1987) in his white polar bear experiment, where 
participants experienced rebound thoughts of a white polar bear when they stopped trying 
to actively suppress the thought of a white polar bear, (c) Thought intrusion again causes 
efforts for thought suppression to prevent the secret from being revealed and, (d) Steps 
(b) and (c) continue in a cyclic pattern.
SECRECY
THOUGHT
SUPPRESSION
THOUGHT
INTRUSION
Fisure 3: Pre-occupation model o f  secrecy (Lane & Weiner. 1995, vv.238)
Major and Gramzow (1999) further extended Lane and Wegner's (1995) model, by 
examining a similar relationship between the variables thought intrusion and thought 
suppression, as well as emotional disclosure and psychological distress. They found 
evidence that supported the pre-occupation model of secrecy, in that there was a positive
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relationship between keeping an abortion a secret from others and thought suppression. In 
turn, there was a positive relationship between thought suppression and intrusive 
thoughts. Both thought suppression and intrusive thoughts were positively associated with 
psychological distress. There were however some limitations in Major and Gramzow's 
(1999) study, particularly in the measurement of thought suppression and thought 
intrusion. In addition, both Lane and Wegner (1995) and Major and Gramzow (1999) 
suggested that there could be other paths, involved in the relationships between these 
variables. Both studies also failed to report the ethnicity of the samples used. Given the 
research reviewed earlier in this review, highlights cultural differences that exist in the 
expression of emotional problems between white British and South Asian ethnic groups, 
the associations between these variables may present differently. In addition, although 
Major & Gramzow (1999) were the first researchers to examine the relationships between 
intrusive thoughts, thought suppression and psychological distress in a real-life context 
where individuals had experienced an abortion. A further exploration of relationship 
between these variables in a real-life context of dealing with emotional problems in 
general would be useful to investigate.
This review will now consider further the psychopathological consequences o f both 
emotional inhibition and emotional rumination, and the relationship between these three 
variables.
1.5 Emotional Inhibition, Emotional Rumination & Psychological Distress
Gramzow and Major (1999) have provided preliminary evidence of the association 
between thought suppression and intrusive thoughts, and psychological distress. For a 
better understanding of the potential relationships between emotional inhibition and 
rumination and psychological distress, one can begin by looking closely at the range of 
behaviours exhibited by people who are diagnosed with psychological disorders.
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1.5.1 Trans-diagnostic characteristics of Emotional Inhibition and Emotional 
Rumination
Emotional inhibition and emotional rumination are both maladaptive forms of responding 
to negative emotional experiences. They are both regarded as important trans-diagnostic 
concepts, within cognitive behavioural therapies and theories that contribute to a 
significant proportion of mental health problems (Coggins & Fox, 2009; Shafran, et al,
2004). Emotional inhibition and emotional rumination have been linked with many 
psychological disorders.
In anxiety disorders. Wells and Papageorgious (1995) consider that worry in generalised 
anxiety disorder is a form of emotional inhibition in that it acts as a distraction from other 
emotions. Rachman et a l (2000) found that people with high social anxiety revealed 
more post-event rumination following events that involved social interaction. Obsessive- 
compulsive disorder is characterised by recurrent obsessive intrusions that the patient 
worries about such as the contamination of germs. These recurrent obsessive intrusions 
can lead to an attempt to suppress these intrusions through neutralising behaviours 
(Shafran, et al, 2004). Similarly, individuals who engage in substance misuse, often use 
psychoactive drugs as means to suppress distressing thoughts, by altering the emotional 
experience (Staiger et a l, 2000; Forsyth, 2003 (cited in Shafran et a l, 2004.)). In 
personality disorders, individuals use harmful self-destructive behaviours such as self- 
harm and intoxication to suppress and emotionally escape distressing emotions (Hayes et 
al, 1996). Young Indian women in particular in the UK have reported higher rates of self 
harm (Bhui et al, 2008) which is interesting considering that self-harm is considered a 
mechanism to block out painful negative emotions. Similarly individuals, with an eating 
disorder manage emotions such as guilt, anxiety and depression in bulimia nervosa by 
binge eating, which helps to distract and lower the intensity of negative feelings (Cooper 
& Turner, 2004).
To overcome the above psychological disorders, meta-analyses highlight, that instead of 
using emotional inhibition and emotional rumination to control one’s negative emotions 
which are considered maladaptive strategies, engagement with psychological therapies
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which provide a space to talk about distressing emotions is more helpful (Fennebaker,
1997). This is supported by the fever model that proposes that people benefit from the 
emotional disclosure of negative emotional experiences to alleviate psychological distress 
in the same way that fever is related to physical infection (Stiles et al, 1992). Both fever 
and disclosure are involved in a restorative process, which acts like a homeostatic system. 
This can be linked to the high levels of disclosure about negative emotional experiences 
that are often observed when clients come into therapy because as Stiles (1992) propose, 
it is through disclosure clients find cathartic relief (Stiles et al, 1992). This review will 
now focus on some of the physical and psychopathological effects of emotional inhibition 
and emotional rumination, if left unmanaged.
1.5.2 Psychopathological effects of Emotional Inhibition and Emotional Rumination
Using emotional inhibition as a form of emotion control may provide individuals with 
temporary relief, particularly for BME groups where overt expression of negative 
emotional experiences may be disapproved of by their communities. However there has 
been vast literature examining the physical and psychological health consequences of 
emotional inhibition, such as immunology and physiological functioning (Labbott et a l 
1990; Gross & Leveson, 1997) but there appears to be less attention given to the impact 
of emotional inhibition on psychological distress. A real-life example of the benefits of 
emotional disclosure is illustrated from the results of a study by Stanton et a l (2000) that 
examined the coping strategies of women with breast cancer to find out which strategies 
helped to decrease levels of psychological distress. Distress was measured by summing 
the items on Anger, Depression, Tension, Fatigue, and Confusion subscales. The study 
discovered that women who had primary treatment for their cancer that used Emotional 
Expression as a coping strategy (e.g., "I take time to express my emotions," "I feel free to 
express my emotions"), experienced less distress, had increased positive emotions, 
improved self-perceived health status and fewer medical appointments related to cancer 
and its treatment.
The psychopathological effects of emotional rumination have been studied extensively 
across the psychological literature and it is beyond the scope of this paper to acknowledge
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these^^. Rumination has been shown to interfere with an individual’s capacity to problem- 
solve and take action to overcome the problem (Nolen-Hoeksema & Jackson, 2001; 
Nolen-Hoeksema, et a l, 1999). This has been previously supported by Joireman (2004) 
who confirmed that increased rumination was positively associated with personal distress. 
A review by Lyubomirsky and Tkach (2004) provides information about the key 
pathological consequences that have been associated with rumination. These are negative 
affect and depressive symptoms, negative biased thinking, poor problem-solving skills, an 
impairment of motivation and inhibition of behaviour, an impairment of concentration 
and cognition and increased stress and specific problems such as threats to physical health 
and impaired social relationships. Roger and Najarian (1998) also found that emotional 
rumination was positively associated with cortisol levels, and this was found to a lower 
extent in emotional inhibition, across Chinese, Malay and Indian groups in Singapore. 
Again in a similar sample, Lok and Bishop (1999) revealed that emotional rumination 
was significantly related to self-reported stress and health complaints.
Further research is needed in the area of ethnic differences in the relationship between 
emotional inhibition and emotional rumination and psychological distress. This is 
following a study by Suchday and Larkin (2004) that revealed some clear differences in 
the level of emotional inhibition exhibited by Indian and white British ethnic groups, 
where Indian participants used more introspective strategies such as thought suppression 
and self-coping statements, than did white British participants. Another study by Mizrahi 
and Declan (2005) on an Asian-American sample showed that participants who had lower 
levels of self-disclosure were more likely to conceal information from others, and report 
higher levels of psychological distress. They also indicated that they were less likely to 
use psychological services.
Previous studies have shown that emotional inhibition and emotional rumination are 
statistically independent of one another, but the relationship between the two is less 
explored (Roger & Najarian, 1989). Studies such as the pre-occupation model proposed
See Fennebaker (1997).
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of Lane and Wegner (1995) suggest a possible relationship between emotional inhibition 
and emotional rumination. As both emotional inhibition and emotional rumination have 
been associated with health consequences, it is anticipated that the three variables may be 
related. Given helpful and unhelpful forms of emotional rumination that have been 
proposed by some researchers (Ward et a l 2003; Papageorgiou & Wells, 2001) and that 
unhelpful forms of rumination have been associated with increased psychopathology 
(Joireman, 2004; Lyubomirsky & Tkach, 2004; Roger & Najarian, 1998), emotional 
rumination could be a potential mediator in the relationship between emotional inhibition 
and psychological distress.
1.5.3 Socio-demographic factors and Psychological Distress
In measuring psychological distress, it is important to take into account the socio­
demographic characteristics of a sample as well as ethnicity. This is because of the 
ambiguity that surrounds reports of psychological distress and gender. Theoretically 
women would be expected to have lower levels of psychological distress given that they 
tend to have more social support than men, which enables them to have assistance from 
others (Nolen-Hoeksema & Jackson, 2001). However research highlights that women are 
in fact twice as likely, than men to experience depression and anxiety in both clinical and 
non-clinical samples (Nolen-Hoeksema, 1990; McBride & Bagby, 2006; Hussain & 
Cochrane, 2004). In addition, studies investigating the prevalence of psychological 
distress in South Asian groups tend to focus on South Asian women, reflecting the need 
for further studies exploring the prevalence of psychological distress in South Asian men.
1.6 Summary
This research was prompted by advances in government policy that emphasized the need 
for more equality for BME groups in the access and experience of mental health services 
in the UK (DoH, 2005). Examining ways in which South Asian and white British ethnic 
groups control their emotions in response to negative emotional experiences, may further 
explain the reasons for the reduced access and experience of mental health services for 
people from South Asian groups.
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This review explored differences between white British and South Asian ethnic groups in 
personal and professional help strategies used to manage negative emotional experiences. 
The perceptions of, and difficulties that people from South Asian groups have in 
accessing psychological therapies to manage with these experiences have been revealed. 
The review also explored how two forms of emotion control, emotional inhibition and 
emotional rumination, and the prevalence of these two emotion control strategies across a 
range of psychological disorders. The author is not aware of any published studies to date 
that have examined whether there are differences in the use of emotional inhibition and 
emotional rumination to control emotions between people from South Asian and white 
British ethnic groups. Examining whether there are differences in these forms of 
emotional control used by the two ethnic groups may further explain the under utilisation 
of psychological therapies by people from South Asian ethnic groups. In addition, given 
that emotional inhibition and emotional rumination are trans-diagnostic features o f a 
range of psychological disorders, the findings will be useful to apply across psychological 
disorders and have implications for the way in which Clinical Psychologists and other 
mental health professionals use strategies to control emotions in their work with clients.
This review also considered how emotional rumination is a paradoxical effect of 
emotional inhibition, highlighting that the relationship between the two forms of 
emotional control is not a simple, but that the two are intertwined in a complex process. 
This review identified how psychological distress is associated with both emotional 
inhibition and emotional rumination. The authors however recommend that further 
investigation of the relationships between these variables is needed, particularly in a 
diverse ethnic sample. This study proposes a relationship where emotional rumination 
mediates the relationship between emotional inhibition and psychological distress. This is 
proposed following recent research that has revealed that rumination can have functional 
as well as unhelpful properties.
In examining whether there are differences between white British and South Asian ethnic 
groups, on emotional inhibition, emotional rumination and psychological distress, this
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review has also acknowledged the importance of examining socio-demographic factors 
within these groups such as acculturation, generational and gender differences. This will 
provide a profile of individuals, who engage in levels of emotional inhibition and 
emotional rumination in the management of negative emotional experiences and levels of 
psychological distress present in those groups.
2.0 AIMS and HYPOTHESES
This study is set out to examine if there are differences between white British and South 
Asian ethnic groups in the level of emotional inhibition, emotional rumination in response 
to emotional problems, and differences in levels of psychological distress.
The first hypothesis sets out to examine whether there is a significant difference between 
South Asian and white British ethnic groups in reported levels of emotional inhibition, 
emotional rumination and psychological distress.
The second hypothesis sets out to examine whether there are differences in the socio­
demographic factors, (i) gender, (ii) acculturation and generational differences, both 
between South Asian and white British groups and within South Asians and white British 
groups, for emotional inhibition, emotional rumination and psychological distress.
Finally, the third hypothesis in this study aims to bring together the first and second 
hypotheses by (i) exploring the relationship between the three variables emotional 
inhibition, emotional rumination and psychological distress, in particular, (ii) whether 
emotional rumination mediates the relationship between emotional inhibition and 
psychological distress.
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3.0 METHOD
3.1 Design
This study was a cross-sectional survey design, which will enable a comparison between 
two different ethnic groups (South Asian and white British). The study was a between 
subjects design. The independent variables are the two ethnic groups ‘white British’ and 
‘South Asian’. The dependent variables are the scores on three different questionnaires 
(GHQ, I-RS and Acculturation). These will provide a measure of psychological distress, 
emotional inhibition and emotional rumination, and acculturation respectively.
3.2 Participant Selection
Participants were from a non-clinical population. A G*Power 3 analysis suggested that 
with a power of 0.8 and effect size of 0.58, a sample of thirty-eight participants in each 
ethnic group would be sufficient (Paul et ah, 2007; Erdfelder et al, 1996). In total eighty- 
six participants, voluntarily consented to take part in the study, 34.9 percent of the sample 
were male participants and 65.1 percent were female participants. The mean age of 
participants was 37.39 years (S.D. 14.30). All participants were over the age of eighteen 
years. Table 3.1 provides information about the socio-demographic characteristics of the 
sample in this study. The ‘White British’, ‘Other’, and ‘White Irish’ ethnic groups formed 
the white British group (forty participants in total). Similarly, the ‘Pakistani’ and ‘Indian’ 
ethnic groups formed the ‘South Asian’ ethnic group (forty-six participants in total). The 
South Asian sample consisted of ten participants (first generation South Asians) that had 
migrated to the UK from India, the number of years these participants had lived in the UK 
ranged from eleven years to fifty-three years. All participants were recruited from inner 
and outer London boroughs. Table 3.1, summarises the socio-demographic information 
about the sample in this study.
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Table 3.1: Demographic information o f  the samvle in the study
DEMOGRAPHICS Frequency Percentage
Gender Male 30 34ji
Female 56 65.1
Ethnicity
White British 36 41.9
White-Irish 1 1.2
Indian 41 47.7
Pakistani 5 5.8
other" 3 3.5
English reading 
ability
Above Average 67 &T8
Average 12 15
Below Average 1 1.3
Generational
differences
1** Generation South 
Asians
10 218
2“** Generation South 
Asians
32 76.2
Mean Standard
Deviation
Range
Age Male 39.34 18.59 22-86
Female 36.43 11.73 19-62
3.3 Measures
Questionnaire packs were given to each participant to read and complete. The order of 
questionnaires in packs, were counterbalanced. Details are the information forms and 
questionnaires that were included are:
(i) Information sheet
This sheet outlined a brief rationale about the study was composed. The information sheet 
included the following statement: “This study is interested in looking at the disclosure o f  
emotional problems. By taking part in this research study you will be providing valuable 
information to advance the development o f  culturally competent mental health services 
The full information sheet can be seen in Appendix one.
Other group included participants from Norwegian, Swedish and European backgrounds.
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(ii) Consent Form
This form was enclosed for participants to sign to state that they volunteered to participate 
in the study. This form was included due to the sensitive nature of some of the questions. 
The full consent form can be seen in Appendix two.
(iii) Demographic Sheet
Participants were first asked to indicate their gender and age. Participants were then asked 
to record their ethnicity^ ^  categories which were based on the 2001 Census of population. 
The ethnic categories used in the study can be viewed in table two below. It was 
anticipated that the sample would consist of participants from first generation South 
Asians where English may not be their first language and could therefore have some 
difficulty in reading the measures. Participants were therefore asked to indicate “how you 
would rate your overall level of English reading ability”. Reponses were “Above 
Average”, “Average” and “Below Average”. Finally, participants were asked “were you 
born in the UK” and if a respondent answered no this was followed up by the question 
“how many years have you lived in the UK”, this question was included to distinguish 
between first and second generation South Asians. The full questionnaire can be seen in 
Appendix three.
(v) The Inhibition-Rumination Scale (I-RS) (Roger, et a l, 2001)
The I-RS is a scale devised by Roger et al. (2001). Permission was obtained directly from 
the author to use the scale in this study. The scale revealed high internal reliability for 
the emotional inhibition scale (coefficient alpha of 0.839) and the emotional rumination 
scale (coefficient alpha of 0.852) for the sample in this study. This scale was used to 
measure levels of emotional inhibition and emotional rumination for all participants in 
both ethnic groups. This scale was used over other scales that measured emotional 
inhibition and emotional rumination for three reasons.
The author recognises that defiiiing ethnicity is subjectively meaningful to the paitlcipant. The inulth 
faceted and evolving nature o f  an individuals’ ethnicity can be difficult to define.
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Table 3.2: Summary o f ethnie categories based on 2001 Census
White Black or Black British
British Caribbean
Irish African
Any other background Any other background
Asian or Asian British Any other ethnic group
Indian
Pakistani Not stated
Bangladeshi
Any other background
The first is that this scale was initially developed to investigate cultural differences in the 
levels of emotional control, and comprised of four scales Emotional Rumination, Emotion 
Inhibition, Aggression Control and Benign Control. The factors were relatively 
independent particularly emotion rumination and emotional inhibition and showed good 
internal and test-retest reliability (Roger & Najarian, 1989). The questionnaire was later 
validated on an English, Spanish and Korean sample which yielded, significant 
differences between the Korean sample and the other two groups. A new two factor 
model seemed to offer a better structure across the three groups, consisting of ‘Emotional 
Inhibition’ and ‘Emotional Rumination’ (Roger et a l, 2001). The second reason is the 
good internal consistency that has been revealed by the scale when used with a British 
sample (coefficient alpha of 0.80 and 0.81 for rumination and emotional inhibition 
respectively) (Roger et al, 2001). The third is that the I-RS yields two scores; one for 
emotional rumination and one for emotional inhibition and the items that measure these 
two factors are highlighted in table 3.3. Participants were asked to respond “True” or 
“False” to the questions, these scores were then balanced and an overall Emotional 
Inhibition and Emotional Rumination score was yielded. The higher the scores the higher
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level of rumination and emotional inhibition is exhibited by the individual. The full scale 
can be seen in Appendix four.
(iv) The General Health Questionnaire- 30 (GHQ-30) (Goldberg & Williams, 1988)
The GHQ was used to provide a measure of psychological distress and was completed by 
all participants. The scale revealed high internal reliability at 0.95 for the sample in this 
study. The scale provides a single measure of general psycho-pathology. There are 
several other versions of the GHQ (GHQ 12, GHQ 28, GHQ 60) but the GHQ-30 was 
used in this study because it is the most widely validated in cross-cultural research, 
revealing a test-retest reliability of 0.77 in previous studies (Goldberg & Williams, 1988). 
It was also used because the GHQ-30 is the most routinely used measure in primary care 
services. The scale requires participants to rate each of the thirty items using a four-point 
Likert type scale for example, “Have you recently been able to concentrate on whatever 
you are doing” according to 0 (‘Better than usual’), 1 (‘Same as Usual’), 2 (‘Less than 
Usual’) 3 (‘Much less than usual’) and “Have you recently been having restless, disturbed 
nights” according to 0 (‘Not at all’), 1 (‘No more than usual’), 2 (‘Rather more than 
usual’), or 3 (Much more than usual). Each item is scored according to their response and 
all thirty items are summed to give an overall score for general psycho-pathology. The 
full scale can be found in Appendix five.
(iiv) The Acculturation Scale (Ghuman, 1997)
This scale was completed by the participants in the South Asian ethnic group only. The 
scale was devised by Ghuman (1997) to measure acculturation attitudes. A Principal 
Component Analysis with Varimax Rotation of the scale by Ghuman (1997) extracted 
two bipolar factors ‘Traditionalism’ and ‘Acculturation’. The scale contained thirty-two 
items, sixteen items on Asian life styles and sixteen on English life styles. The scale’s 
factorial validity was established with a large sample of Asian young people (15-17 year 
old) and is considered a reliable measure of acculturation (Cronbach’s alpha is 0.86 for 
‘Acculturation’ and 0.80 for the ‘Traditionalism’ subscales) (Ghuman, 1997). However in
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the current study the items that loaded on to the ‘Traditionalism’ factor were omitted from 
the scale, retaining only items measuring ‘Acculturation’, as ‘Traditionalism’ was 
considered a separate entity to ‘Acculturation’ following confirmation of a principal 
component analysis with the varimax rotation which produced ‘Acculturation’ and 
‘Traditionalism’ as two bipolar factors (Ghuman, 1997). Further to Ghuman’s (1997) 
analysis, it emerged that acculturation measured culture change which is of interest in this 
study, whereas traditionalism measures an attitude in which a migrant wishes to maintain 
aspects of the ethnic community. This resulted in seventeen items measuring 
‘Acculturation’. The scale revealed reasonable scale reliability as 0.574 on the sample in 
this study. Therefore the statistical analyses for the Acculturation scale were interpreted 
with some caution. Participants were asked to rate each of the items on the scale 
according to a five-point likert type scale for example, the item “Girls and Boys should be 
treated the same” is rated one of ‘strongly agree’, ‘agree’, ‘unsure’, ‘disagree’ and 
‘strongly disagree’ by the respondent. Scores for each item are s u m m e d a n d  an overall 
level of acculturation score is yielded. The higher the score the less acculturated the 
participant is to the British culture. Items included, a measure of attitudes of equality of 
the sexes, traditional clothes, attending places of worship, living with English people, 
learning English language, marriage. Minor changes, were made to the language in the 
scale to make it more applicable to the present day. For example ‘youth clubs’ was 
changed to ‘clubs’ and ‘playhouses’ were changed to ‘theatres’. The scale is relatively 
easy to administer and can be completed in approximately ten minutes. The full scale can 
be seen in Appendix six.
Table 3.3: Items measurins Emotional Inhibition and Emotional Rumination on I-RS
EMOTIONAL INHIBITION EMOTIONAL RUMINATION
According to Ghuman (1997) the items are all scored in the same way to allow for the hi cultural 
dimension. This is because young people were found to adopt some o f  their English norms, whilst not 
entirely rejecting the values o f  their home culture.
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3. When som eone upsets me, I try to hide 
m y feelings
1 .1 remember things that upset me or make me 
angry for a long time afterwards.
4. Some people need som ebody to confide 
in but I prefer to solve my own problems
2 . 1 don't bear a grudge - when something is 
over, it's over, and I don't think about it again.
7. Even when I feel upset about something I 
don't feel the need to talk to anyone about it.
5 .1 get worked up just thinking about things 
that have upset me in the past.
8. People find it difficult to tell whether I'm 
excited about something or not.
6 .1 often find myself thinking over and over 
about things that make me angry.
9 .1 like to talk problems over to get them off 
my chest.
15.1 seldom get preoccupied with worries 
about my future.
10 .1 feel vulnerable if f  have to ask other 
people for help.
18. If I see something that frightens or upsets 
me, it stays in my mind for a long time 
afterwards.
11. In the past I have found a problem easier to 
solve if  I have talked it over with someone.
20. My failures give me a persistent feeling o f  
remorse.
12. It is good to hear problems out loud. 22. For me, the future seems to be full o f  
troubles and problems.
13. If I receive bad news in front o f others I 
usually try to hide how I feel.
2 4 . 1 often feel as if  I'm just waiting for 
something bad to happen.
14. It helps to discuss a problem even if  it is 
impossible to reach a solution.
25. When I am reminded o f my past failures, I 
feel as i f  they are happening all over again.
16 .1 have friends who I know would help me 
but I find it difficult to ask.
27. Sometimes I have to force myself to 
concentrate on something else to keep 
distressing thoughts about the future out o f my 
mind.
17 .1 seldom show how I feel about things. 28. Intrusive thoughts about problems I'm 
going to have to deal with make it difficult for 
me to keep my mind on a task.
19 .1 think people show their feelings too 
easily.
3 0 . 1 don't let a lot o f unimportant things irritate 
me.
21. When something upsets me I prefer to talk 
to someone about it than to bottle it up.
31.1 wish I could banish from my mind the 
memories o f past failures.
23. There are some situations in which I am 
unable to confide in anybody.
3 4 . 1 never get so involved thinking about 
upsetting things that I am unable to feel 
positive about the future.
26. I ff  get angry or upset I usually say how I 
feel.
3 6 . 1 worry less about what might happen than 
most people I know.
2 9 . 1 don't feel embarrassed about expressing 
my feelings.
37. It takes me a comparatively short time to 
get over unpleasant events.
3 2 . 1 am unable to trust anybody with my 39. Any reminder about upsetting things brings
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problems. all the emotion flooding back.
3 3 . 1 am afraid that i f  I confide in someone they 
will tell my problems to others.
3 5 . 1 am not afraid to ask somebody for help.
38. Sometimes I am unable to confide even in 
someone who is close to me.
3.4 Procedure
There were two methods of collecting data for the study. The first was a self-selected 
sampling method, in which an email advertisement was sent to students at The University 
of Surrey. Participants who were interested in participating in the study were asked to 
contact the researcher via email. These participants were then sent a questionnaire pack in 
the post containing all the relevant documentation and were asked to post back their 
responses in the stamped addressed envelope provided. Participants were asked to send 
their anonymous response forms separately from the consent form, to ensure that 
participants could not be identified. 8.2 percent of the total numbers of participants were 
recruited using this method. The second method of collecting data used an opportunistic 
sampling method which relied on the researcher’s contacts in the community involving a 
snowballing effect. Participants who expressed interest were similarly sent a 
questionnaire pack containing the relevant documentation in the post. 91.8 percent of the 
total participants in this study were recruited using this method.
3.5 Ethical Issues
Ethical approval for this study was obtained from The University of Surrey faculty ethics 
committee. Although all questionnaires have been used previously with participants’ 
from non-clinical populations, ethical approval was required due to the sensitive nature of 
some of the questions. Participants were provided with the details of the Samaritans 
helpline and the email addresses of the researcher and research supervisor, however no 
participants contacted the researchers. Informal feedback was provided by one participant 
who felt that the questionnaires generated a ‘depressed’ like feeling following completion
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of the questionnaires, due to the process o f reflecting upon thought processes and areas of 
psycho-pathology that they had not previously considered. Two participants commented 
that they had found the questionnaires insightful and thought-provoking about their health 
and made them think about the way in which they dealt with emotional problems.
Participants were informed that their questionnaires would remain anonymous. To ensure 
this they were asked to send their consent form in a separate stamped addressed envelope 
from their questionnaires. They were also informed that their data would only be used for 
the purposes of the study. Participants were also informed that their personal information 
would not be identifiable from reports or published work. Participants were asked to 
leave a contact address if they wanted to be informed about the results of the study. Those 
who wanted to be contacted were sent a letter outlining the main findings of the study. A 
copy of this letter can be found in Appendix seven.
4.0 RESULTS
This study set out to examine several hypotheses to determine differences between white 
British and South Asian groups in scores on the Inhibition-Rumination Scale and on the 
General Health Questionnaire. This involved an examination of a range of socio­
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demographic characteristics in order to explain any findings related to factors such as 
gender, generational influences and acculturation. This study also aimed to determine a 
specific model in which scores on the emotional rumination scale of the I-RS mediate the 
relationship between scores on the emotional inhibition scale of the I-RS and scores on 
the General Health Questionnaire. This section of the report provides a written account of 
the statistical analysis used to explore these hypotheses. The first section provides a 
description of the sample. The second section reports the findings from a series of 
statistical tests that were performed on the data to examine if significant differences exist 
between white British and South Asian ethnic groups in scores of emotional inhibition, 
emotional rumination and scores on GHQ. The final section reports the findings from a 
series of correlation analyses and a multiple regression analysis that were used to examine 
a mediation analysis.
4.1 Descriptive
Eighty-six participants took part in this study with the majority being females (65.1 
percent). Analysis of Chi-Square revealed no relationship between gender and ethnicity 
(X^  = 0.785, df = 1, p > 0.05). The sample had an even split between white British^^ (46.5 
percent) and South Asian^^ (53.5 percent) ethnic groups, with the South Asian group 
consisting of more participants from Indian ethnic groups (47.75 percent) than from 
Pakistani ethnic groups (5.8 percent). Of the South Asian group, a higher proportion of 
the sample, were second generation South Asians (76.2 percent) than first generation 
South Asians (23.8 percent). Analysis of Chi-Square revealed no relationship between 
reading ability and ethnicity (%^ = 0.828, df = 2, p > 0.05). The majority of participants 
reported an ‘above average’ English reading ability (83.8 percent). Participants in the 
sample were from a wide age range with the youngest participant being 19 years old to 
the eldest participant being 86 years old, resulting in a mean age of 37.39 years (standard 
deviation 14.3). Table 4.1 provides information about the demographic characteristics of 
the sample.
White British group consisted o f  White British, White-Irish and Other groups. 
South Asian group consisted o f  Indian and Pakistani groups
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DEMOGRAPHICS White British South Asian
Frequency Percentage Frequency Percentage
Gender Male 12 30 18 39.1
Female 28 70 28 60.9
English
reading
ability
Above
Average
30 85.7 37 82.2
Average 5 14.3 7 15.5
Below
Average
0 0 1 2.3
Mean Standard
Deviation
Range Mean Standard
Deviation
Range
Age Male 32.3 10.1 22-56 43.28 22.25 22-86
Female 37.8 12.9 19-62 36.95 11.93 21-58
4.2 Data Screening
The following section screens each dependent variable (GHQ, Emotional Inhibition, 
Emotional Rumination, and Acculturation) for each of the White British and South Asian 
ethnic group. This is to check for missing data, outliers and distributions. This was 
determined through statistical tests and examination of histograms.
General Health Questionnaire
The percentage of participant missing data for this variable was 1.2 percent. As this is 
minimal missing scores were substituted with the sample mean^^. One outlier was 
identified in the South Asian group through a box-plot (GHQ score of 74). The value of 
this outlier was replaced by the mean GHQ score for the South Asian group (27.58) and 
was not removed as other scores for this participant were not outliers. The sample 
revealed a normal distribution for the white British group (skewness value of 0.68 and 
kurtosis value of -0.44), however a violation of normality was observed in a significant 
Kolmogorov-Smimov test (p < 0.05). Observation of a histogram highlighted a positive 
skew. Given that the participants in this sample are from a non-clinical population, an
This was the mean for the overall sample both South Asian and White British groups because it is unclear 
whether differences in the populations will exist
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explanation for this violation could be because the scores were unlikely to reach the 
clinical range for psychological distress. A normal distribution was however revealed for 
the South Asian group which was supported by an examination of the Kolmogorov- 
Smimov test (p > 0.05), indicating that South Asian participants scores were distributed 
symmetrically about the mean. Overall this suggests that the GHQ scores of the South 
Asian group were distributed about the mean whereas the scores for the White British 
group were more positively skewed as one would expect in a non-clinical population. A 
transformation of the data was not carried out given that (i) the participants in this sample 
are from a non-clinical population and (ii) the skewness value did not reach 1^ °.
Emotional Inhibition subscale o f  I-RS
The percentage of participant missing data for this variable was 4.7 percent. As this is 
minimal missing scores were substituted with the sample mean. There were no outliers 
identified by examination of box-plots. The sample revealed a normal distribution for the 
white British group (skewness value of 0.635 and kurtosis value of -0.517), however a 
violation of normality was observed in a significant kolmogorov-smirov test (p < 0.05). 
Observations of a histogram highlighted that scores on Emotional Inhibition for the White 
British group were positively skewed. The distribution of the South Asian sample also 
indicated a violation of normality where scores of Emotional Inhibition were platykurtutic 
(kurtosis value of -1.29). However, this was not supported by examination of the 
Kolmogorv-Smirov test (p > 0.05). Observation of a histogram revealed a possible 
bimodal distribution indicating that some factor is causing the scores to cluster around the 
two modal positions. An explanation could be the impact of gender, generational 
influences and acculturation, which will be examined further in subsequent analyses. 
Rumination subscale o f  I-RS
The percentage of participant missing data for this variable was 4.7 percent. As this is 
minimal missing scores were substituted with the sample mean. There were no outliers 
identified by examination of box-plots. The sample revealed a normal distribution for the 
white British group, supported by no significant result from examination of Kolmogorov-
Dancey and Reidy (2004) suggest that only values o f  skewness around 1 are considered too extreme to 
use.
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Smirnov test (p > 0.05). A violation of normality was revealed for the South Asian group 
(kurtosis value of -1.21), examination of histogram revealed a platykurtic distribution, 
although this was not supported by the Kolmogorov-Smimov test (p > 0.05).
Acculturation Scale
The percentage of participant missing data for this variable was 25 percent. A method of 
Pair-wise deletion is used in subsequent analyses of this variable. The sample revealed a 
normal distribution. There was one outlier identified by examination of box-plot 
(acculturation score of 74). As there were no violations of normality this value was 
retained. Given the mixed results of the violations of normality on all but the 
Acculturation scale, transformation calculations^^ were performed on the data of the 
GHQ, Emotional Inhibition and Rumination. However these transformations did not seem 
to bring about normality in the data. A decision was made to analyse the data with both 
non-parametric and parametric tests^^. However given the robustness of parametric tests 
mean that they can tolerate data which are “nearly” normally distributed (Tabachnick & 
Fidell, 2007).
4.3 Hypothesis Testing
Table 4.2 provides information about the mean scores and frequencies of both white 
British and South Asian groups on the I-RS and GHQ.
Log Transformation and Square Root transformation 
^  Both parametric tests and non-parametric tests were analysed on the data, but both showed no differences
in results. Therefore only the parametric tests are reported.
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4.4 Analysis of Hypothesis One
There will be a significant difference between White British and South Asian ethnic 
groups on mean scores on the Emotional Inhibition scale of the I-RS, Rumination 
Scale of the I-RS and scores on GHQ-30
An Independent sample t-test was performed on the data to determine a significant 
difference between White British and South Asian groups in scores of Emotional 
Inhibition. The results revealed that there was no significant difference between White 
British and South Asian ethnic groups (t = 1.121, df = 84, p > 0.05, two-tailed). An 
Independent sample t-test was performed on the data to determine a significant difference 
between White British and South Asian groups in scores of Rumination. There was no 
significant difference between White British and South Asian ethnic groups (t = 1.953, df 
= 84, p > 0.05) on scores for Rumination.
An Independent sample t-test was performed on the data to determine a significant 
difference between White British and South Asian groups in scores of GHQ. The results 
revealed that there was a significant difference between White British and South Asian 
ethnic groups (t = 2.506, df = 84, p < 0.05). The mean GHQ score for South Asians (mean 
26.47, standard deviation 12.59) was higher than the mean GHQ score for the White 
British group (mean 20.05, standard deviation 12.10).
To summarise the results reveal that there was a significant difference between White 
British and South Asian ethnic groups in GHQ scores, where South Asian groups had a 
higher mean score for GHQ than White British groups. There was no significant 
difference between White British and South Asian ethnic groups on scores for emotional 
inhibition and on scores for Rumination.
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4.5 Analysis of Hypothesis Two
(i) There will be a significant difference between male and female White British and 
South Asian ethnic groups and scores on Emotional Inhibition, Rumination and 
scores on GHQ-30.
Emotional Inhibition
A two-way between subjects ANOVA was performed on scores of emotional inhibition, 
between gender (male and female) and ethnicity (South Asian and White British). 
Analysis revealed the main effect of gender was significant (F (i,82) = 3.795, p < 0.05). 
There was no significant main effect of ethnicity (F (i,82) = 2.91, p > 0.05). There was a 
significant interaction between gender and ethnicity F (i, 82) = 6.206, p < 0.05) for 
emotional inhibition.
Summaries of further examination of the data using a series of independent t-tests with a 
Bonferroni correction of 0.008 to avoid making a Type I error, can be viewed in table 4.4. 
Significant results at the 0.05 level have also been highlighted for information. The 
results from a series of Independent T-Tests revealed that when applying a Bonferroni 
correction of 0.008 there was a significant difference between South Asian males and 
South Asian females, in that South Asian males reported higher levels of emotional 
inhibition (mean = 9.74, standard deviation 4.57) than South Asian females (mean = 5.33, 
standard deviation 4.19).
The results from a series of Independent T-Tests revealed that there were also significant 
differences between the following variables at the 0.05 significance level, increasing the 
chance of making a Type I error (i) South Asian males and White British males in that 
South Asian males reported higher levels of emotional inhibition (mean = 9.74, standard 
deviation 4.57) than white British males (mean = 5.91, standard deviation 4.25), (ii) 
South Asian males and White British females in that South Asian males reported higher 
levels of emotional inhibition (mean = 9.74, standard deviation 4.57) than white British 
females (mean = 6.711, standard deviation, 4.39).
145
Major Research Project
Table 4.3: Results o f  Independent t-tests investÎ2atins differences between emotional 
inhibition and sender
Independent T-Test Analyses Result
White British Male -  White British Female t = 0.532, df = 39, p > 0.05
White British Male -  South Asian Male t = 2.256, d f= 2 6 ,p < 0 .0 5 *
White British Male -  South Asian Female t = 0.391, df = 34, p > 0.05
White British Female -  South Asian Male t = 2.185, d f= 4 3 ,p < 0 .0 5 *
White British Female -  South Asian Female t=  1.160, df = 51, p > 0.05
South Asian Male -  South Asian Female t = 3.141, d f=  38, p <  0.05*
* significant at the 0.008 level 
Rumination
A two-way between subjects ANOVA between gender (male and female) and ethnicity 
(South Asian and White British) on scores of emotional rumination revealed the main 
effect of gender was not significant (F (i,82) = 2.130, p > 0.05). There was no significant 
main effect of ethnicity (F (i,82) = 3.691 p > 0.05). There was no significant interaction 
between gender and ethnicity F (i, 82) = 0.034, p > 0.05) for rumination.
GHQ
A two-way between subjects ANOVA between gender (male and female) and ethnicity 
(South Asian and White British) for scores on the GHQ revealed the main effect of 
gender was not significant (F (i,82) = 0.072, p > 0.05). There was a significant main effect 
of ethnicity^^ (F (i,82) = 5.59, p < 0.05). There was no significant interaction between 
gender and ethnicity F (i, 82) = 0.000, p > 0.05) for GHQ.
As shown in a significant result in hypothesis five.
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To summarise the results revealed that there is a significant difference between South 
Asian males and South Asian females in levels of emotional inhibition, where South 
Asian males report higher mean score of emotional inhibition than South Asian females.
(ii) There will be a significant difference between first and second generation South 
Asian’s and scores on acculturation, emotional inhibition, rumination and GHQ
Table 4.4 provides information about the mean scores of first and second generation 
South Asians on scores of GHQ, I-RS and Acculturation.
Table 4.4: Mean scores o f  first and second seneration South Asian’s on scores o f  GHQ, 
I-RS and Acculturation scales
Measure Generation 
(U* or2°‘*)
N Mean Standard
Deviation
Range
Acculturation ist 9 59.11 4.54 51-63
2nd 22 60.73 6.38 50-74
I-RS
Emotional
Inhibition
E' . 10 9.5 3.71 3-14
2nd 31 6.67 5.22 0-16
Rumination ist 10 9.5 4.35 2-14
2nd 31 6.96 4.10 1-15
GHQ iSt 9 31.33 15.09 16-58
2nd 32 26.21 14.3 8-51
An Independent sample t-test revealed that there was no significant difference between 
first and second generation South Asians and scores of Acculturation (t = 0.688, df = 29, 
p > 0.05). Further tests revealed that there was no significant difference between first and 
second generation South Asians and scores of Emotional Inhibition (t= 1.601, df = 40, p > 
0.05). There was no significant difference between first and second generation South 
Asians and scores of Rumination (t = 1.710, df = 40, p > 0.05). There was also no 
significant difference between first and second generation South Asians and scores of 
G H Q (t= 1.317, df=  40, p >  0.05).
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To summarise there were no significant differences found between first and second 
generations in levels of acculturation, scores on emotional inhibition, scores on emotional 
rumination or scores on GHQ.
4.6 Analysis of Hypothesis Three
(i) There will be a significant relationship between participants’ scores on each of 
the four dependent variables.
A series of correlation analyses were performed to determine if there is a significant 
relationship between participants’ scores on each of the four dependent variables. 
Emotional Inhibition, Rumination, GHQ and Acculturation. Individual analyses were 
computed for each of the White British and South Asian ethnic groups. The results of the 
series of correlation analyses are shown in table 4.5 and 4.6 below:
Table 4.5: Correlation analyses between variables in the White British ethnic srouv
GHQ Emotional
Inhibition
Emotional
Rumination
GHQ Pearson
Correlation
1 .269 .673 (**)
Sig. (2-tailed) .089 .000
N 41 41 41
Emotional
Inhibition
Pearson
Correlation
.269 1 .194
Sig. (2 tailed) .089 .225
N 41 41 41
Emotional
Rumination
Pearson
Correlation
.673(**) .194 1
Sig. (2 tailed) .000 .225
N 41 41 41
** Correlation is significant at the 0.01 level (2-tailed).
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Table 4.6: Correlations analyses between variables in the South Asian ethnie 2rouv
GHQ Emotional
Inhibition
Emotional
Rumination
Acculturation
GHQ Pearson
Correlation
1 .207 .271 .025
Sig. (2-
tailed)
.173 .072 j# 0
N 45 45 45 33
Emotional
Inhibition
Pearson
Correlation
.207 1 .344(*) -.218
Sig. (2
tailed)
.173 .020 J23
N 45 ,45 45 33
Emotional
Rumination
Pearson
Correlation
.271 .344(*) 1 -.078
Sig. (2
tailed)
.072 .020 .667
N 45 45 45 33
Acculturation Pearson
Correlation
.025 -.218 -.078 1
tailed)
j9 0 J23  ' .667
N 33 33 33 34
** Correlation is significant at the 0.05 level (2-tailed).
The results reveal that there is a significant positive relationship between scores on GHQ 
and Rumination in the White British group (r = .673, n = 41, p < 0.01). For the South 
Asian ethnic group the results revealed that there is a significant positive relationship 
between emotional inhibition and rumination (r = .344, n = 45, p < 0.05).
To summarise the results of correlation analyses revealed that there is a significant 
positive relationship between participant scores on the GHQ and participant scores on 
emotional rumination in the White British group. The results also revealed that there is a 
significant positive relationship between participant scores on emotional inhibition and 
emotional rumination in the South Asian group.
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(ii) Rumination is a significant mediator of the relationship between Emotional 
Inhibition and GHQ scores.
A series of multiple-regression analyses were carried out on the data to test for mediation 
for the following model irrespective o f ethnic group, in which rumination mediates the 
relationship between emotional inhibition and participant scores on GHQ. These analyses 
followed a method developed by Baron and Kenny (1986) and Sobel (1982).
Emotional Inhibition ------------ ► Emotional Rumination ---------------► GHQ
According to Baron and Kenny (1986) the data is required to meet four eonditions to 
establish a mediation, these were that (i) Emotional inhibition and (ii) Emotional 
rumination must be associated with GHQ (iii) Emotional inhibition must be associated 
with Emotional rumination (v) the relationship between scores on emotional inhibition 
and GHQ scores must be significantly reduced or become not significant once emotional 
rumination has been entered into the model. This was analysed using participants’ 
individual scores on the three dependent variables emotional inhibition, emotional 
rumination and GHQ.
A series of multiple regression analyses were conducted using the specific sequence 
described by Baron and Kenny (1986) (Table 4.7). The findings revealed that there was a 
significant relationship between participant scores of emotional inhibition and GHQ (p < 
0.05). This relationship was not significant after controlling for the mediator emotional 
rumination (p > 0.05). In contrast the relationship between emotional rumination and 
GHQ remained significant when emotional inhibition was entered into the equation (p < 
0.001). According to Baron and Kenny (1986) these findings would suggest that 
emotional rumination has more of an influence on GHQ than emotional inhibition and 
that emotional rumination partially mediated the relationship between the independent 
variable (emotional inhibition) and dependent variable (GHQ score). A Sobel test was
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carried out to confirm this finding which revealed a significant mediation (z = 2.2961, p < 
0.05) (Sobel, 1982).
Table 4.7: Mediation Analysis
Variables regressed B Standard
error
P value
Inhibition and Rumination .296 .110 P < 0.05
Inhibition and GHQ .664 285 P < 0.05
Rumination and GHQ 1.39 268 P < 0.05
Rumination and GHQ controlling for Inhibition 1.297 .279 P < 0.05
Inhibition and GHQ controlling for Rumination .314 266 P > 0.05
A series of regression analyses highlight that emotional rumination is a significant 
mediator of the relationship between emotional inhibition and GHQ.
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5.0 DISCUSSION
This study sets out to determine if there was a difference between white British and South 
Asian ethnic participants in the use of two maladaptive forms of emotion control. The two 
forms of emotion control that were examined were emotional inhibition and emotional 
rumination. In addition the study set out to determine if there were differences between 
white British and South Asian participants in self-reports of psychological distress. The 
relationship between the three variables emotional inhibition, emotional rumination and 
psychological distress was also examined. The following socio-demographic factors, 
gender, acculturation and differences between first and second generation South Asian 
participants were also examined. Finally, a mediation model was examined to determine 
whether emotional rumination mediated the relationship between the use of emotional 
inhibition and psychological distress.
To examine emotional inhibition, emotional rumination and psychological distress, 
participants were asked to complete a series of questionnaires. These included the I-RS 
that provided two scores, one score for the level of emotional inhibition and one score for 
the level of emotional rumination. The GHQ was used to provide a measure of 
psychological distress and the Acculturation scale was used to provide a measure of 
acculturation to the British culture. This is the first known study in the UK, carried out to 
examine differences between South Asian and White British ethnic groups in the use of 
emotional inhibition and emotional rumination forms of emotion control, and 
psychological distress, whilst accounting for socio-demographic factors. This section of 
the report will present a summary of the results, and a discussion of the findings, followed 
by a consideration of the strengths and limitations of the study. It will conclude with a 
discussion of the clinical implications for this study.
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5.1 Summary of Findings
A variety of statistical analyses Were performed on the data to determine support for 
several hypotheses. The first hypothesis predieted that there will be a difference between 
white British and South Asian participants on scores of the I-RS for emotional inhibition 
and emotional rumination, and a difference between the two ethnic groups on scores of 
the GHQ. Statistical analyses revealed that there was a difference between white British 
and South Asian groups on scores of GHQ, in that. South Asian participants reported 
higher levels of psychological distress compared to white British participants. There was 
no difference between white British and South Asian participants on emotional inhibition 
scores of the I-RS, meaning that white British and South Asian participants reported 
similar levels of disclosure about their emotions to others. There was also no difference 
between white British and South Asian participant’s scores of emotional rumination.
The second hypothesis in this study focused specifically on the socio-demographics 
factors. It predicted that there will be a difference between male and female White British 
participants, and male and female South Asian participants, in scores of emotional 
inhibition and emotional rumination on the I-RS. In addition, it was predicted that there 
will be a difference between males and females in each ethnic group on the level of 
reported psychological distress on the GHQ. The results revealed that there was no 
difference between male and females in white British or South Asian groups, on 
emotional rumination or psychological distress. However, the results did confirm that 
there was a main effect of gender on scores of emotional inhibition, in that there was a 
difference in scores of emotional inhibition between South Asian male and South Asian 
female participants, in that South Asian male participants’ reported higher levels of 
emotional inhibition than South Asian female participants’.
The second hypothesis in this study also examined whether there were differences 
between first and second generation South Asian participants on scores o f the 
Acculturation scale. Analyses revealed that there were no differences between first and 
second generation South Asian participants in their levels of acculturation to the British
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culture, in that both groups scored high levels of acculturation to the British culture. 
There was also no difference between first and second generation South Asian 
participants on scores of the I-RS or the GHQ. This showed that for the sample in this 
study, first and second generation South Asian’s report similar levels of emotional 
inhibition and emotional rumination to control their emotions. It also shows that first and 
second generation South Asian’s in this study report similar levels of psychological 
distress. Although, it is important to note that the mean score for psychological distress in 
first generation South Asian participants was slightly higher than for second generation 
South Asian participants, but this did not reach the threshold for statistical significance.
The third hypothesis in this study predicted that there will be significant relationships 
between the three variables, emotional inhibition, emotional rumination and 
psychological distress, for participants in both South Asian and white British ethnic 
groups. A series of analyses revealed that in the white British group there was a positive 
relationship between scores on emotional rumination and GHQ, which means that the 
more a participant engaged in emotional rumination about past and future negative 
emotional experiences the higher their level of reported psychological distress. For the 
South Asian group there was a significant positive relationship between emotional 
inhibition and emotional rumination, in that, the more a participant used emotional 
inhibition to prevent the expression of emotions the more they engaged in emotional 
rumination about negative emotional experiences. There were no other significant 
relationships between the three variables for either of the ethnic groups.
The third hypothesis in this study also determined whether emotional rumination 
mediated the relationship between emotional inhibition and psychological distress. 
Results of a series of analyses revealed that emotional rumination did mediate the 
relationship between emotional inhibition and psychological distress. This means that in 
this study emotional inhibition, emotional rumination and psychological distress are 
involved in a relationship where emotional rumination partially influences the 
relationship between emotional inhibition and psychological distress.
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5.2 Discussion of Findings
5.2.1 Emotional Inhibition
Emotional inhibition is regarded as an unhelpful form of emotional control used by 
individuals to prevent the expression of emotional responses (Roger & Nesshoever, 
1987). This study shows that there is a similar use of emotional inhibition for participants 
from both white British and South Asian groups. The mean score for emotional inhibition 
in both groups, revealed a low level of emotional inhibition. In comparison to previous 
research studies examining emotional inhibition in white British non-clinical populations, 
the mean scores for emotional inhibition in the present revealed similar levels of 
emotional inhibition in the white British group (Roger & Najarian, 1989).
Contrary to previous research studies that have reported that people from South Asian 
groups tend to be more masked about their emotions, prefer to solve emotional problems 
on their own, the low level of emotional inhibition observed in South Asian participants 
in this study, highlight a possible shift away from masking emotions (Karasz, 2005; 
Belippa, 1991). However, this is not true for all South Asian participants in this study, as 
mixed results for violations of normality indicated a possible bimodal distribution, in 
which some participants reported moderate levels of emotional inhibition. The mixed 
results for the violations of normality for scores of emotional inhibition can be partially 
attributed to the small sample sizes recruited in both white British and South Asian ethnic 
groups. Nevertheless, the initial finding in this study generates some hope that the long 
standing stigma in South Asian communities, which maintains that negative emotional 
expression is thought to bring ‘sharam’ to their families, is perhaps slowly fading (Gilbert 
et ah, 2004). Given that the sample recruited in this study are from a non-clinical 
population, it remains to be determined whether people from clinical populations of South 
Asian ethnic groups would also reveal similar levels of emotional inhibition to inhibit the 
expression of negative emotional problems.
The results of examining the influence of the socio-demographic factor, gender, on 
emotional inhibition within and between white British and South Asian groups, showed
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that South Asian male participants reported higher levels of emotional inhibition to inhibit 
the expression of negative emotional experiences compared to South Asian female 
participants. This result is consistent with the vast array of previous research which 
supports that males are more emotionally inhibited than females (Thayer et a l, 2003; 
Barrett et al, 2000; Watson & Sinha, 2008). This contradicts findings by Brehm (1992) 
who suggested that the socialization process makes it more acceptable for men to express 
negative emotions than women (as cited in McConatha et a l, 1994). However, it was 
interesting that scores of emotional inhibition between white British male and female 
participants did not differ, indicating that the socialization process in which it is 
acceptable for men to express their negative emotions is present in white British 
participants.
The examination of the relationship between another socio-demographic factor, 
acculturation and emotional inhibition was explored, following a recent study which 
showed a positive relationship between acculturation and emotional disclosure, in an 
Asian-American ethnic group (Liem et al, 2000). A similar finding was expected in the 
present study between participant scores of acculturation and scores of emotional 
inhibition in the South Asian group. However, the results did not support Liem et a l 
(2000) findings, after no association was found between scores of acculturation and 
scores of emotional inhibition in the South Asian group. A likely explanation for the 
discrepancy between the result of the present study and of Liem et a l (2000) study is due 
to the majority of South Asian participants recruited in the present study, identifying 
themselves as second generation South Asians, some of whom lived in white middle-class 
areas. These participants are therefore likely to report high levels of acculturation to the 
British culture, preventing a normal distribution of scores. In addition, the measure of the 
reliability of the Acculturation Scale used in the present study indicated that for the South 
Asian sample in this study, the scale was not a reliable measure of acculturation to the 
British culture. Given these explanations, the results of the relationship between scores of 
acculturation and scores of emotional inhibition in South Asian participants remain 
inconclusive.
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The final socio-demographic factor that was examined was whether there were 
differences between first and second generation South Asian participants on scores of 
emotional inhibition. This was explored as relatively few studies using South Asian 
participants, distinguished between first and second South Asian groups, despite 
differences being highlighted between the two groups. The present study aimed to 
examine whether there was a difference in emotional inhibition between first and second 
generation South Asian participants. The results revealed no difference in scores of 
emotional inhibition between first and second generation South Asian participants. 
However, as mentioned above failing to recruit equal sample sizes of first and second 
generation South Asian’s propose that these findings remain inconclusive.
The relationship between emotional inhibition and emotional rumination was examined 
following a review of a model proposed by Lane and Wegner (1995) which highlighted 
that attempting to conceal a secret through thought suppression, had a paradoxical effect 
in which it increased the intensity and frequency of though intrusions of the very secret 
one is attempting to conceal. The present study anticipated in a similar pattern that the 
inhibition of emotions will paradoxically increase the rumination about negative 
emotional experiences. The results of this study supported this model for South Asian 
participants, where a positive relationship was found between emotional inhibition and 
emotional rumination. However this model was not supported by white British 
participants. This was unexpected as the majority of research on thought suppression and 
thought intrusion has been carried out on white British participants. One potential factor 
which could have contributed to this finding is the earlier reference to the distribution of 
scores on the emotional inhibition subscale of the I-RS for the white British group, which 
indicated mixed results about the violations of normality. Too many low scores in the 
distribution of scores could have made it difficult to detect a finding. Where as, having a 
larger sample, may have yielded a relationship between emotional inhibition and 
emotional rumination in the white British group.
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The present study investigated the inhibition of negative emotions, in a non-clinical
/
population. It is important to note that the construct, emotional inhibition, can occur on a 
severity dimension that ranges from stressors in daily life through to more traumatic life 
events, and severe psychological trauma. Emotional inhibition is therefore likely to 
change for many individuals depending on the emotions they are attempting to inhibit. An 
example of this is in South Asian individuals, is where emotions may be more likely to be 
inhibited when Tzzat’ and ‘sharam’ are more likely to be threatened, such as that in 
mental health problems instead of emotional problems that may have been interpreted by 
individuals as daily stressors in the present study (Gilbert et al, 2004). This highlights the 
difficulty in generalising these findings to a clinical population. In addition, this study 
did not control for personality factors such as extraversion which have been shown to be 
associated with emotional inhibition in previous studies (Roger & Nesshoever, 1987). 
Therefore it is important to note that there may be other confounding variables such as 
personality and individual thresholds to emotions that impact upon emotional inhibition.
5.2.2 Emotional Rumination
Emotional rumination is regarded as a maladaptive form of emotion control that is also 
used by individuals to prevent the expression of negative emotional experiences (Roger & 
Nesshoever, 1987). The results from the present study revealed that South Asian 
participants ruminated about past and future negative emotional experiences at a similar 
level to white British participants. The overall means scores for emotional rumination in 
both groups is similar to other studies that have studied emotional rumination in a British 
non-clinical population (Roger & Najarian, 1989). The present study was prompted to 
explore whether there were differences in the two ethnic groups, following reported 
differences between collectivist and individualistic cultures in the way that negative 
emotional experiences are expressed. An example is from Mesquita (2001) who reported 
that people from South Asian ethnic groups focus their emotions on how their behaviour 
reflects on others, it was therefore hypothesised that South Asian participant’s would 
have engaged in higher levels of emotional rumination about past and future failures and
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unpleasant events, given that these failures and events could jeopardise how they are 
viewed by others in their social contexts, but this study did not support this hypothesis.
Following strong research evidence that has highlighted a relationship between 
rumination and negative health consequences, there appeared to be less research focusing 
on the relationship between rumination and psychological distress. In addition, there were 
no studies that the author was aware of that investigated whether this relationship existed 
for people from diverse cultural groups. This prompted the present study to examine 
whether there was a relationship between emotional rumination and psychological 
distress in both South Asian and white British groups. Interestingly, as expected in 
accordance with previous research there was a positive relationship between emotional 
rumination and psychological distress in the white British ethnic group. However, the 
results indicated no relationship between these two variables in the South Asian ethnic 
group. The findings of Ward et al. (2003) who had distinguished between different types 
of rumination, ‘reflection’ and ‘brooding’ that may shed some light on this result. 
According to Ward et al. (2003) ‘brooding’ is an unhelpfiil form of rumination that has 
been associated with increased psychopathology, whereas ‘reflection’ is a functional type 
of rumination in which an individual engages in overcoming their negative experiences. 
Perhaps South Asian participants find that they can use emotional rumination in a 
functional way to overcome their negative emotional experiences. The data collected in 
the present study does not enable further exploration of this theory. The results do 
however provide preliminary evidence that emotional rumination may not be viewed as a 
maladaptive form of emotional control for South Asian ethnic groups, as shown by 
previous research studies carried out predominantly with participants from indigenous 
populations.
Having found no differences between South Asian and White British ethnic groups in 
scores of emotional rumination, further analyses within ethnic groups to examine whether 
there were differences between males and females scores of emotional rumination was 
carried out. In contrast to previous research studies (McConatha et ah, 1994) there were
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no significant differences identified between South Asian males and females and white 
British males and females on scores of emotional rumination. This shows that males and 
females are equally as likely to ruminate about negative emotional experiences. These 
results are similar to that found in emotional inhibition, aside from differences observed 
between South Asian males and females in scores of emotional inhibition. Given these 
unexpected results, it is important to highlight that the ratio of male and female 
participants in this study were unequal, in that there were larger numbers of females who 
participated in the study. In order to make comparisons of gender, future studies should 
ensure that there are equal numbers of males and females recruited into the study.
5.2.3 Psychological Distress
Previous research has raised attention about the low level of use of mental health services 
for people from South Asian ethnic groups (Belippa, 1991; Hussain et al, 1997; DoH, 
2005, 2008; Patel et al, 2000). Some explanations have attributed this to the barriers 
faeed by people from South Asian groups in consultations with health professionals about 
psychological distress (Chamberlain, 2003; Bhui et al, 2003; Robinson & Roter, 1999; 
Hussain et al, 1997). There have also been relatively few studies that have examined 
self-reported psychological distress in non-clinical populations. The present study 
considered it important to examine levels of psychological distress in non-clinical 
populations given that not all individuals, particularly from South Asian groups access 
psychological services for help. The present study examined if there was a difference 
between South Asian and white British ethnic groups in self-reported levels of 
psychological distress. The results showed that there was in faet a difference between the 
two ethnic groups, in that participants from South Asian ethnic groups reported higher 
levels of psychological distress. This was unexpected as previous studies have highlighted 
the protective factors in South Asian groups such as fewer social problems sueh as lower 
rates of divorce, and good family environments which allow them to rely on their social 
networks for help instead of professional help with emotional problems, that would 
indicate an opposite finding to the one found (Tiwari & JianLi, 2008). Higher levels of 
reported psychological distress in South Asian participants found in the present study.
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contradicts previous studies that have found South Asian groups to be healthier than 
white British groups (Tiwari & JianLi, 2008). The findings in other studies have used 
more robust methodologies which have involved stratified random sampling and large 
samples of South Asian participants, which were not used in this study (Tiwari & JianLi, 
2008). The results therefore need to be interpreted with some caution.
Analyses of socio-demographic factors also revealed no difference between males and 
females or first and second generation South Asians for psychological distress. There was 
also no relationship found between levels of acculturation to the British culture and 
psychological distress. This suggests that the difference in self-reported psychological 
distress between South Asian and white British participants may be related to other 
differences between the two groups such as culture. This was not directly investigated in 
the present study but there is evidence from other studies that have shown how people 
from South Asian ethnic groups tend to resolve emotional difficulties alone to a greater 
extent than people from white British groups, and it may be that resolving emotional 
difficulties alone may increase the intensity of the emotional difficulties resulting in 
increased psychological distress (Qureshi et ah, 2000). However, there was no suggestion 
in the present study that controlling negative emotions by inhibiting them was related to 
psychological distress in the South Asian group, in fact low levels of emotional inhibition 
was observed. These findings suggest that there may be some other factor that explains 
why South Asian participants reported higher levels of psychological distress.
The present study also examined the relationship between psychological distress and 
emotional rumination and interestingly, high levels of emotional rumination, were 
observed in South Asian participants compared to white British participants. Consistent 
with previous studies that have shown a relationship between emotional rumination and 
negative health consequences, higher levels of psychological distress in South Asian 
participants compared to White British groups was expected. Unfortunately there was no 
statistical support for a relationship between emotional rumination and psychological
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distress in the South Asian group, in the present study possible reasons for which have 
been discussed above.
There was no relationship observed in the present study between emotional inhibition and 
psychological distress in both white British and South Asian groups. Traue & Deighton 
(1999) help provide a possible explanation for this in that because the present study was 
carried out on a sample from a non-clinical population, they are more likely to experience 
short-term social stress situations which may cause psychological distress but a person 
may be able to adapt to these stressful situations with reduced expressiveness and 
heightened bodily reactions. Where as, emotions that are inhibited in the long term they 
are more likely to have a harmful effect.
5.2.4 The relationship between emotional rumination, emotional inhibition and 
psychological distress
In previous studies emotional rumination has been shown to be related to heart-rate 
recovery, urinary cortisol increase following stress, where as emotional inhibition has 
been related to these factors to a lesser or no extent (Roger & Najarian, 1998; Lok & 
Bishop, 1999). In the present study it was hypothesised that the relationship between 
emotional inhibition and psychological distress was not a straightforward one but one 
mediated by emotional rumination. This is because it is emotional rumination that appears 
to have a stronger association with psychological distress than emotional inhibition, and 
because there is an association between emotional rumination and emotional inhibition. 
This study found some tentative support for the suggestion that emotional rumination 
mediates the relationship between emotional inhibition and psychological distress. This 
shows that although both emotional inhibition and emotional rumination are considered 
maladaptive forms of emotional control, the relationship between emotional inhibition 
and psychological distress is perhaps mediated by emotional rumination. As speculated 
above not all forms of emotional rumination may lead to psychological distress, and some 
cultural groups such as South Asian groups may view emotional rumination as a private 
helpful strategy to resolve unpleasant emotional experiences rather than disclosure to
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others. Support for this is revealed in the present study where there was no relationship 
found between emotional rumination and psychological distress. However, further 
research is needed to distinguish between the two ruminative styles in more detail and 
whether they have a differential effect on the relationship between emotional inhibition 
and psychological distress.
5.3 Strengths & Limitations
This section brings to attention a critical evaluation of the sample and evaluations used in 
the present study, which are identified as potential limitations to the study.
The Sample
Previous research studies have shown that South Asian groups are heterogeneous in their 
contexts of social class, language, employment, and ethnicity (SEU, 2000). In 
consideration of this effort was made to recruit a diverse ethnic group within both white 
British and South Asian groups, through examining socio-demographic factors, such as 
gender, acculturation and whether participants were first or second generation South 
Asians, and English reading ability. However,, analyses of the socio-demographic data 
revealed that (i) the South Asian sample consisted of a high percentage of Indian 
participants, and low percentage of Pakistani participants, (ii) the South Asian sample 
were highly acculturated to the British culture (iii) the majority of South Asian 
participants had an above average reading ability and (iv) a high percentage of South 
Asian participants were second generation South Asian participants. Whilst the findings 
of this study are useful in providing information about emotional inhibition, emotional 
rumination and psychological distress to these specific groups, it is thought that these 
factors make it difficult to generalise the findings across South Asian groups in general.
Sampling Method
There were two methods of recruiting participants into the study, the first was a self­
selected sampling method, in which an email advertisement was sent to students, and the 
second used an opportunistic sampling method, which involved the researcher initially
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relying on their contacts in the South Asian community to recruit South Asian 
participants. The researcher gained a better response from participants using the 
opportunistic method. However the researchers acknowledge that opportunity sampling 
can produce biased samples in that the researcher selected participants from their own 
social and cultural group, and the profile of the sample described above is certainly 
consistent with the researchers own cultural and social group. This can be overcome 
through the use of alternative methods of self-selected sampling such as advertising in 
newspapers and magazines specifically for South Asian people.
Reliability o f  measures
As mentioned earlier both the I-RS and GHQ scales yielded high internal reliability. The 
Acculturation scale revealed a reasonable internal reliability, which means that the results 
for acculturation need to be interpreted with some caution. The researchers acknowledge 
that a possible explanation for this is the Aeculturation Seale used in the present study 
was initially devised by Ghuman (1997) to measure acculturation attitudes and validated 
on a large sample of Asian young people aged 15-17, different from the sample in this 
study. The researchers adapted the this scale by using only items measuring acculturation 
as opposed to measuring both traditionalism and acculturation as developed in the 
original scale. The decision to use this scale and a spécifié part of it was based on there 
being a lack of other measures developed to measure acculturation in South Asians. To 
overcome this both extracts traditionalism and acculturation should be used together, and 
although the wording was slightly changed to make it more accommodating for the 
British culture today, further work is needed to make the scale more relevant to the 
British culture today and to use in all age groups. In addition, it is important to 
acknowledge that all measures used in the present study relied exclusively on self-report 
measures which can result in high response bias.
5.4 Recommendations for Future Research
The present study has focused on the relationship between emotion control in response to 
negative emotional experiences and on psychological distress. Here, psychological well­
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being is defined as being an absence of health complaints. Some previous studies such as 
that by Pineles et al. (2006) have investigated a relationship between emotional disclosure 
on both psychological and physiological functions on a non-clinical sample. A positive 
relationship was found between emotional disclosure and a number of variables such as 
increased psychological well being, better overall reported health, and increased 
physiological functioning. Other measures of well-being, which define well-being in 
terms of positive health characteristics, such as increased vigour and ego strength as 
shown in Stanton et al. (2000) study may be preferable and provide different results. This 
would help focus on the resilience of using emotional inhibition and emotional 
rumination forms of emotional control, as this study has found that there is no 
relationship between emotional inhibition and emotional rumination and psychological 
distress in both White British and South Asian groups, except for the white British group, 
where there was a relationship between emotional rumination and psychological distress.
The GHQ-30 was used in this study over other versions, because of it’s validation in other 
studies of cross-cultural populations (Goldberg & Williams, 1988). The GHQ-30 provides 
an overall score of psychological distress. Other versions such as the GHQ-28 provide an 
overall score as well as scores on individual factors, such as somatic symptoms. Given 
that Chamerlain (2003) have provided evidence that South Asian patients report more 
somatic symptoms, future studies could consider exploring differences between somatic 
symptoms as a factor between white British and South Asian groups, by using the GHQ- 
28. Future studies could also involve using other rumination scales such as the 
Ruminative Response Scale (Nolen-Hoeksema & Morrow, 1991) to confirm whether 
different types of ruminative styles exist between South Asian and white British groups, 
as the results from the mediation model in this study suggest.
The present study has been useful in examining differences in emotional control used by 
white British and South Asian ethnic groups in non-clinical populations. Given the 
evidence that emotional inhibition and emotional rumination are trans-diagnostic features 
across many psychological disorders, comparisons of this data to cultural groups in
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clinical populations in the future would be useful. This would help clinical psychologists 
tailor intervention models with specific cultural groups to include strategies to overcome 
emotional inhibition and rumination. Although a non-clinical population was used in the 
present study some of the clinical implications that can be drawn from the findings shall 
be discussed.
5.5 Implications for Clinical Practice
The present study aimed to examine whether there were differences between white British 
and South Asian groups in the use of emotion control. To date there were no published 
studies examining differences the use of emotional inhibition and emotional rumination 
forms of emotion control in response to negative emotional experiences, in South Asian 
ethnic groups.
The results from the present study provide some evidence that there may be very little 
difference between South Asian and White British groups in the use of emotional 
inhibition and emotional rumination as forms to control emotions that arise from negative 
emotional experiences. This result is encouraging given that there is established evidence 
suggesting that those from collectivist cultures are more emotionally inhibited about 
negative emotions. Evidence from this study revealed that there may be higher levels of 
psychological distress reported in participants in the South Asian group compared to 
people from white British groups. This suggested that the existing social support 
networks accessed by individuals from South Asian groups, to cope with emotional 
difficulties may not be adequate and that further professional support may be needed. 
Although some studies have shown that social support is sufficient to overcome 
emotional problems, emotional difficulties that become extreme and difficult to resolve 
alone may benefit from support from services such as clinical psychology. These services 
could help individuals find meaning and “assimilation” of those negative emotions in 
order to help resolve those emotional difficulties from which those emotions stem 
(Pennebaker, 1997).
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The government has highlighted the reduced access to psychological therapies for people 
from South Asian groups (DoH, 2004; Patel, et al, 2000) and made attempts at 
overcoming this (DoH, 2005). Previous research which has revealed how some South 
Asian older adults are unfamiliar about the role of counselors and psychologists, indicate 
that more efforts to promote psychological services in South Asian communities may be 
helpful. This may involve the development of leaflets in GP surgeries about 
psychological services available and education about the ways in which they can help 
support individuals with emotional difficulties. It is important that services are equipped 
with cultural competence in order to welcome these diverse groups into existing mental 
health services (DoH, 2008).
Emotional rumination is viewed a maladaptive form of emotion control, in that it involves 
the recurrent thinking about past and future failures, distressing thoughts and feelings and 
unpleasant events. Rumination is considered trans-diagnostic, present in across many 
psychological disorders. Clinical psychologists use formulations to help clients develop a 
better understanding about their emotional difficulties. These formulations can include 
maladaptive emotion control strategies such as emotional rumination that maintain 
psychological distress. The results of this study indicate that emotional rumination may 
be related to psychological distress in the white British group, but not in the South Asian 
group. This suggests that in some cultural groups emotional rumination may be a 
protective factor in managing psychological distress rather than contributing to it. In 
addition, the mediation model examined in this study which suggested that emotional 
rumination mediated the relationship between emotional inhibition and psychological 
distress support this. Certainly this suggests that emotion inhibition, emotional rumination 
and psychological distress are involved in a complex relationship. Further cross-cultural 
studies of emotional control and it’s implications for health would be a fertile area of 
exploration.
5.6 Conclusion
There are no previous studies that have examined cultural differences between South 
Asian and white British groups in understanding the specific effects on psychological
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health brought about by emotion control. The present study set out to examine the 
relationship between two maladaptive forms of emotion control, emotional inhibition and 
emotional rumination, and their relationship to psychological distress, in white British 
and South Asian ethnic groups. In addition, socio-demographic factors, gender, 
acculturation, generational differences were examined within and between these two 
groups, in relation to these variables. The methodology in this study involved using three 
questionnaires, the I-RS, GHQ-30 and Acculturation scale, to provide a measure of 
emotional inhibition, emotional rumination, psychological distress and acculturation 
respectively. Self-selected and opportunistic sampling methods were used to recruit 
participants.
The findings revealed that participants from both South Asian and white British groups 
show similar low levels of emotional inhibition and emotional rumination to control their 
emotions. However, South Asian male participants showed higher levels of emotional 
inhibition to control emotions, than South Asian female participants. Participants from 
South Asian groups also reported higher levels of psychological distress than white 
British participants. Interestingly, there was no relationship between emotional 
rumination and psychological distress in the South Asian group but there was in the 
White British group. The examination of socio-demographic factors revealed no influence 
of acculturation or whether participants were from first or second generation, for 
participants from the South Asian group on any of the three variables. Findings from the 
present study also revealed that emotional rumination may play a part in the relationship 
between emotional inhibition and psychological distress.
There has been discussion about the limitations of the present study in terms of the 
sample and the measures used, which indicate that the findings should be interpreted with 
some caution. Nevertheless, the present study provides some preliminary findings about 
the relationship between emotion control in response to negative emotional experiences 
and the effect on psychological health for people from white British and South Asian 
ethnic groups. Some initial ideas about the clinical implications for these findings on
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formulation and access to psychological services have been considered. In line with 
previous research, there is clearly a complex relationship between emotional inhibition, 
emotional rumination and psychological distress, and not all factors involved in this 
relationship have been considered. It is important to bear in mind that emotional 
management is a complex process and that the present study has provided some 
preliminary findings but suggest further cross-cultural studies of emotion control, it’s 
implications for psychological health and the relationship between these variables.
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Appendix One
UNIVERSITY O F
# SURREY
Information sheet for participants
This study is interested in looking at the disclosure o f  emotional problems. By taking part in this research study 
you will be providing valuable information to  advance the development o f  culturally competent mental health 
services.
All you have to do is complete three questionnaires as honestly as you can. This should take approximately 
fifteen to twenty minutes to complete in total. Once you have completed the questionnaires please send them back 
in the stamped addressed envelope provided.
>  The I-RS questionnaire
>  The General Health Questionnaire
>  The Acculturation Scale
>  A  demographics sheet
Confidentiality
Your data fi-om this study is kept confidential and you w ill not be identified in any way both, in the research 
process or in any published work. By sending your consent form separate from your questionnaires I will not 
know whose questionnaires belong to whom.
Consent
Your consent is needed in order for us to use your data fix>m the research, so please complete the enclosed consent 
form and send it back in the stamped addressed envelope provided SEPARATE fiom your questionnaires. You 
have the right to withdraw your data at any time during or after the completion o f  questionnaires. I f  you decide to 
withdraw after I have collected your data ftien please email on the contact below.
Feedback
If you would like to see how your data has contributed to this study by having a read o f  the final report please tick 
the appropriate box below and leave a contact.
Yes Q  No Q
Due to the sensitive nature o f  the questionnaires, i f  you are concerned about any aspect o f  your health
>  Contact your OF in the first instance.
>  Alternatively you can the Samaritans on 08457909090 who will help support you with any emotional 
problems.
>  In addition, you can contact me or my supervisor on the details below.
Thank you taking the time to complete this study.
Dr Sue Thorpe
Amar Bains on A.Bains(^urrey.ac.uk
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Appendix Two
UNIVERSITY O F
^SURREY
Consent Form
I the undersigned voluntarily agree to take part in the study on emotional disclosure and rumination.
I have read and understood the Information Sheet provided. I have been given a full explanation by the 
investigator o f  the nature, purpose, location and likely duration o f  the study, and o f  what I w ill be expected to 
do. I have been advised about any discomfort and possible ill-effects on my health and well-being which 
may result.
I understand that all personal data relating to volunteers is held and processed in the strictest confidence, and 
in accordance with the Data Protection Act (1998).
I understand that I am free to withdraw from the study at any time without needing to justify my decision and 
without prejudice.
I confirm that I have read and understood the above and freely consent to participating in this study.
Name o f  volunteer (BLOCK CAPITAL)
Signed
Date
Name o f  researcher/person taking consent (BLOCK CAPITALS) 
Signed 
Date
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Appendix Three
UNIVERSITY OFm SURREY
Dem ographic Inform ation
>  G ENDER AG E
Male 1 2 ]  Female { |
>  ETH NIC ITY  
W hite
British O
Irish □
Any other white background 
Asian or Asian British  
Indian □
Pakistani O  
Bangladeshi ^
Any other Asian background 
B lack or  B lack British  
Carribean ^
African □
Any other black background . 
Any other ethnic g r o u p .......
N ot stated □
>  ENG LISH  READING  A BILITY
How w ould you rate you r  overall level o f  E nglish reading ability
Above average ( |
Average C ]
B elow average [% ]
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>  LENG TH  O F STAY IN  THE U K  
W ere you born in the U K  
YES □  NO  □
I f  not how long have you lived in the UK
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Appendix Four
1RS
Instructions : Indicate how you feel about each item by placing a circle round either "TRUE" or "FALSE". If an item is 
neither entirely true nor false, choose the alternative most like you. If you haven't been in the situation, please say how you 
feel you would behave in that situation.
1 .1 remember things that upset me or make me angiy for a long time afterwards.
2 .1 don't bear a grudge - when something is over, it's over, and I don’t think about it again.
3. When someone upsets me, I try to hide my feelings.
4. Some people need somebody to confide in but I prefer to solve my own problems.
5 .1 get woriced up just thinking about things that have upset me in the past
6.1 often find myself thinking over and over about things that make me angry.
7. Even when I feel upset about something I don't feel the need to talk to anyone about it
8. People find it difficult to tell whether I'm excited about something or not
9 .1 like to talk problems over to get them o ff  my chest.
10 .1 feel vulnerable i f  I have to ask other people for help.
11. In the past I have found a problem easier to solve if  I have talked it over with someone.
12. It is good to hear problems out loud.
13. If I receive bad news in front o f  others I usually try to hide how I feel.
14. It helps to discuss a problem even i f  it is impossible to reach a solution.
1 5 .1 seldom get preoccupied with worries about my future.
16.1 have friends who I know would help me but I find it difficult to ask.
1 7 .1 seldom show how I feel about things.
18. If I see something that frightens or upsets me, it stays in my mind for a long time 
afterwards.
19 .1 think people show their feelings too easily.
20. My failures give me a persistent feeling o f  remorse.
21. When something upsets me I prefer to talk to someone about it than to bottle it up.
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE
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22. For me, the future seem s to be full o f  troubles and problems. TRUE FALSE
23. There are som e situations in which I am unable to confide in anybody. TRUE FALSE
2 4 .1 often feel as i f  I'm just waiting for som ething bad to happen. TRUE FALSE
25. When I am reminded o f  m y past failures, I feel as i f  they are happening all over %ain. TRUE FALSE
26. If I get angry or upset I usually say how I feel. TRUE FALSE
27. Sometimes I have to force m yself to concentrate on something else to keep distressing TRUE FALSE
thoughts about the future out o f  m y mind.
28. Intrusive thoughts about problems I'm going to have to deal with make it difficult for m e to  TRUE FALSE  
keep m y mind on a task.
2 9 .1 dont feel embarrassed about expressing m y feelings. TRUE FALSE
3 0 .1 dont let a lot o f  unimportant things irritate me. TRUE FALSE
3 1 .1 w ish I could banish fiom  m y m ind the memories o f  past failures. TRUE FALSE
3 2 .1 am unable to trust anybody with m y problems. TRUE FALSE
3 3 .1 am afraid that i f  I confide in som eone they w ill tell m y problems to  others. TRUE FALSE
3 4 .1 never get so  involved thinking about upsetting things that I am unable to feel positive TRUE FALSE
about the future.
3 5 .1 am not afiaid to ask som ebody for help. TRUE FALSE
3 6 .1 worry less about what might happen than m ost people I know. TRUE FALSE
37. It takes me a comparatively short tim e to get over unpleasant events. TRUE FALSE
38. Sometimes I am unable to confide even in som eone who is close to me. TRUE FALSE
39. Any reminder about upsetting things brings all the emotion flooding back. TRUE FALSE
e  D. Roger (2000)
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Appendix Five
G eneral H ealth Q uestionnaire  
Please read this carefully:
We should like to know If you have had any medical complaints, and how your health has been in general, over the past few 
weeks. Please answer ALL the questions on the following pages simply by placing a circle around the answer which you think 
most nearly applies to you. Remember that we want to know about the present and recent complaints, no those you had in the 
past It is important that you try to answer ALL the questions.
Thank you very much for your co-operation
H AVE Y O U R EC ENTLY:
I -  Been able to concentrate on whatever 
you’re doing?
Better 
than usual
Same 
as usual
Less
than usual
Much less 
than usual
2 -  Lost much sleep over wony? Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
3 -  Been having restless, disturbed nights? Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
4 -  Been managing to keep yourself 
busy and occupied?
More so 
than usual
Same 
as usual
Rather less 
than usual
Much less 
than usual
5 -  Been getting out of the house as 
much as usual?
More so 
than usual
Same 
as usual
Less
than usual
Much less 
than usual
6 -  Been managing as well as most people 
would in your shoes?
Better 
than most
About 
the same
Rather less 
well
Much less 
well
7 -  Felt on the whole you 
were doing well at things?
Better 
than usual
About 
the same
Less well 
than usual
Much 
less well
8 -  Been satisfied mth the way you’ve 
carried out your task?
More
satisfied
About same 
as usual
Less satisfied 
than usual
Much
less satisfied
9 -  Been able to feel warmth and 
affection for those near to you?
Better 
than usual
About same 
as usual
Less well 
than usual
Much 
less well
10 -  Been finding it easy to get on with 
other people?
Better 
than usual
About same 
as usual
Less well 
than usual
Much 
less well
11 - Spent much time chatting with people? More time 
than usual
About same 
as usual
Less time 
than usual
Much less 
than usual
12 -  Felt that you are playing a useful part 
in things?
More so 
than usual
Same 
as usual
Less useful 
than usual
Much less 
usefiil
13 — Felt capable of making decisions about More so 
things? than usual
Same 
as usual
Less useful 
than usual
Much less 
capable
14 -  Felt constantly under strain? Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
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HAVE YOU RECENTLY:
15 -  Felt you couldn’t overcome your 
difficulties?
Not 
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
16 -  Been finding life a struggle all the time? Not
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
17 -  Been able to enjoy your normal 
day-to-day activities?
More so  
than usual
Same 
as usual
Less so 
than usual
Much less 
than usual
18 -  Been taking things hard? Not 
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
19 -  Been getting scared or panicky for 
no good reason?
Not 
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
20 -  Been able to face up to your problems? More so
than usual
Same 
as usual
Less able 
than usual
Much less 
than usual
21 -  Found everything getting on top o f  you? Not
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
22 -  Been feeling unhappy and depressed? Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
23 -  Been losing confidence in yourself? Not 
at all
N o more 
than usual
Rather more 
than usual
M uch more 
than usual
24 -  Been thinking o f  yourself as a 
worthless person?
Not 
at all
N o  more 
than usual
rather more 
than usual
M uch more 
than usual
25 -  Felt that life is entirely hopeless? Not 
at all
N o more 
than usual
rather more 
than usual
Much more ' 
than usual
26 -  Been feeling hopeful about your own 
future?
More so 
than usual
About same 
as usual
Less so 
than usual
Much less 
hopeful
27 -  Been feeling reasonably happy, all 
things considered?
More so 
than usual
About same 
as usual
Less so 
than usual
M uch less 
than usual
28 -  Been feeling nervous and strung-up 
all the time?
Not 
at all
N o more 
than usual
Rather more 
than usual
M uch more 
than usual
29 -  Felt that life isn’t worth living? Not 
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
30 -  Found at times you couldn’t do 
anything because your nerves were
Not 
at all
N o more 
than usual
Rather more 
than usual
Much more 
than usual
too bad?
Thank you for your participation in this research.
Please send questionnaires back in the stamped addressed envelope provided.
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Appendix Six
Acculturation Scale
Instructions: Below you will find a number of statements about Asians living in Britain. I would like to know your 
own views on these topics. There are no right or wrong answers. Please answer by ringing one response for each 
question.
1 Girls and boys should be treated the same Strongly Agree Unsure Disagree Strongly 
Agree Disagree
2 Schools should accept our traditional clothes Strongly Agree Unsure Disagree Strongly 
Agree Disagree
3 We should attend our places o f  worship (e.g. Gurdwara) Strongly
Agree
Unsure Disagree Strongly 
Disagree
4 1 have no wish to go back to live in the country my 
parents came from
Strongly Agree Unsure Disagree Suongly 
Agree Disagree
5 1 would like to see boys and girls from our own 
community going out with English boys and girls
Strongly Agree Unsure Disagree Strongly 
Agree Disagree
6 We should celebrate Christmas as w e celebrate our own Strongly Agree Unsure Disagree Strongly
Religious festivals Agree Disagree
7 Parents and children should live on their own and not Strongly Agree Unsure Disagree Strongly
With grandparents and family Agree Disagree
8 We should learn something about Christianity Strongly Agree Unsure Disagree Strongly 
Agree Disagree
9 Sometimes w e should cook English food in our own Strongly Agree Unsure Disagree Strongly
home Agree Disagree
10 W e should alter our names so  that Teachers can say Strongly Agree Unsure Disagree Strongly
them easily Agree Disagree
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11 B oys and girls should be allow ed to  m eet each other in Strongly Agree Unsure Disagree Strongly
clubs Agree Disagree
12 W e should v isit the hom es o f  our English friends Strongly Agree Unsure Disagree Strongly
Agree Disagree
13 There should be m ore m arriages betw een our people Strongly Agree Unsure Disagree Strongly
and the English Agree Disagree
14 W e should be allow ed to  choose our ow n clothes Strongly Agree Unsure Disagree Strongly
Agree Disagree
15 W e should visit E nglish language cinem as and Strongly Agree Unsure Disagree Strongly
theatres Agree Disagree
16 Our w om en should wear E nglish (European) clothes Strongly Agree Unsure Disagree Strongly
Agree Disagree
17 The quality o f  E nglish life  is  better than that o f  Asian Strongly Agree Unsure Disagree Strongly
Agree Disagree
Permission to use this questionnaim has been given by the author.
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Appendix Seven
U N IV E R S I T Y  O F
SURREY
Dear Participant,
I am writing to you, following your recent participation in our research project 
Thank you for your participation in this research and the enthusiasm that you showed 
in requesting to know the findings.
The aim of this research project was to examine the relationship between emotion 
control and psychological health in people firom South-Asian and White British 
ethnic groups. This aim was based on previous research into emotion control and 
health. The following points highlight the main findings fi"om the proj ect:
-There was no difference between people from South-Asian and White-British ethnic 
groups in sharing with others their thoughts and feelings about negative experiences.
-South Asian males were more inhibited about their thoughts and feelings about 
negative experiences than were South Asian females.
-People from South-Asian ethnic groups, recurrently thought about their emotional 
difficulties at a higher level than people from White British ethnic groups.
-People from South-Asian ethnic groups, reported higher levels o f emotional health 
difficulties than did people from White British groups. This was regardless o f whether 
people were first or second generation South-Asians, or their level o f acculturation 
to the British culture.
Your data was helpful in developing our understanding o f how people fi-om South 
Asian and White British ethnic groups, respond to emotional difficulties. Given that 
people firom South-Asian ethnic groups are currently under-represented in accessing 
these services, compared to people from other ethnic groups, this data was valuable 
in highlighting how we can better engage and work with people fi-om South-Asian 
ethnic groups in psychological therapy services.
The research project has been submitted to the examination board for examination as 
part o f my training and I hope to publish the research in due course. Once again the 
results o f  this study did not include your name or any other identifying 
characteristics.
If  you have any further questions please contact me Amardeep Bains on email at 
A.Bains@surrey.ac.uk
Thank you for your participation in this research.
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U N IV E R S IT Y  O F
SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Amar Bains
Trainee Clinical Psychologist 
Department of Psychology . 
University of Surrey
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T;+44(0)1483 689445 
F;+44 (0)1483 689550
www.surrey.ac.uk
2"“ July 2009
Dear Amar
Reference: 343A -  PSY-09
Title of Project: Non d isc losu re  of personal d is tre s s  and th e  relationship  to  rumination: 
A cultural com parison
  —  ---------------
I am pleased to advise that this proposal has received a favourable ethical opinion from the 
Faculty of Arts and Human Sciences Ethics Committee provided that the following conditions 
are adhered to:
• In your guidance information, you may want to stress that the participant completes 
the questionnaire alone.
• You may also want to consider writing 'Strongly Agree’ etc. in full.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Dr Adrian Coyle
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